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Anesthetic 


2/ 2063M 


Introducing... 
greater safety 


in topical anesthesia 


= a ® 
Py ribenzamine 
Solution and Jelly 


for endoscopic procedures and 


other topical anesthetic uses 


Supplied: Pyribenzamine hydrochloride Anesthetic 
Solution, 2%, a clear, nonviscous, stable, sterile solu- 
tion with 0.5% chlorobutanol as preservative; in 1-oz. 
bottles. 

Pyribenzaminé hydrochloride Anesthetic Jelly, 2%, 
a stable, sterile aqueous jelly with applicator tip (for 
insertion into meatus for intra-urethral instillation), 
also with chlorobutanol; in 1-oz. tubes. 

For complete information, consult your CIBA repre- 
sentative or write to Medical Service Division, CIBA, 
Summit, New Jersey. 


Pyribenzamine® hydrochloride (tripelennamine hydrochloride CIBA) 


Summit, N. J. 
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rest Cowes best the relaxed patient. 


- Noludar relaxes the patient and usually induces 
sleep within one-half to one hour, lasting for 
6 to 7 hours. Clinical studies in over 3,000 
patients have confirmed the usefulness of 


Noludar in the relief of nervous insomnia and 





daytime tension. Noludar 'Roche' is not a 


barbiturate. Available in 50-mg and 
200-mg tablets, and in liquid forn, 


50 mg per teaspoonful. 





Noludar® - brand of 
methyprylon 
Hoffmann - La Roche Inc 


ae 


Nutley . N.J. 
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Healing of peptic ulcer must be followed by 
effective antacid maintenance therapy to 
prevent recurrence. This can be achieved 
conveniently with agreeable, easy-to-carry 
Creamalin Tablets and Capsules. 


Through sustained reduction of gastric 
acidity without the danger of alkalosis, 
nonabsorbable Creamalin provides 
reliable and safe antacid control for 
the ambulatory ulcer patient. 


PR A CTVE Ary yyyu® "OR0y 95 Ge 


TABLETS: Bottles of 50 and 200 
CAPSULES: Bottles of 100 
LIQUID: Bottles of 8 and 16 fi. oz. 


CREAMALIN, trademark reg. U. S. Pat. Off. New Yorw 18, N.Y. Winosor, Ont. 


We have changed our name to WINTHROP LABORATORIES INC. 
Only the name is changed—nothing else 
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Symposium on 
Carcinoma of 
the Colon 


As a special “bonus” to 
our readers, the Editors 
will increase the feature 
content of the next sev- 
eral issues. Of course, 
this will necessitate tem- 
porarily eliminating 
other editorial content, 
such as the Ambulatory 
Proctology section and 
the Atlas of Proctology. 
These sections will be 
resumed in subsequent 
issues. 
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THREE GENERATIONS OF DOCTORS 
HAVE PRESCRIBED ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, doctors have consistently 
prescribed SaL HeEpaTica for prompt 
relief of intestinal stasis. When SaL 
HEpatica is taken one-half hour before 
supper, relief is obtained before bed- 
time. When taken before breakfast re- 
sults are usually achieved within an hour. 


SaL HEPATICA acts so promptly be- 
cause it is antacid and effervescent, 
lessening the emptying time of the 
stomach. Its osmotic action draws 
water into the intestine, providing a 
fluid bulk which is a prompt but gentle 
stimulus to evacuation. 


Pleasant-tasting SaL HEPATICA acts 
without griping. Being antacid it re- 
lieves the hyperacidity frequently ac- 
companying constipation. 





APERIENT 


LAXATIVE 


CATHARTIC 











BRISTOL-MYERS CO., 


19 West 50 Street, New York 20, N. Y. 
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Pfizer- discovered tetracycline fortified with 


water-soluble vitamins to meet the “stress” 


demands of fever and infection. 


* Trademark for Pfizer-originated, vitamin-fortified antibiotics 
D 
Prizer Laporatortes, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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Articles are accepted for publication with the understanding that they are contributed solely 
to this publication. When possible, two copies of the manuscript should be submitted. 
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bbhott’s new surface anesthetie 


offers unusual freedom from the skin irritations often 


encountered with topical agents. Note that TRONOTHANE 


sa “thane” instead of “caine 


Qe 
AS mate 


i.e., it is unrelated to the other clinically useful topical 


anesthetics. TRONOTHANE is unique in structure, 


affording low risk of dermatitis 


from its use. In over 15,000 clinical trials'” toxicity has 


been absent, and sensitization and irritation negligible, 


with good relief of itech and pain 


in most cases of episiotomy, hemorrhoids, rectal surgery, 


itching dermatoses, anogenital pruritus, minor burns, etc. 





® cream 
Yolo: sterile jelly 
a TLE IED, 


topical solution 


HYDROCHLORIDE compound lotion 


(Pramoxine Hydrochloride, Abbott) 
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INSTRUMENTS FOR PROCTOLOGY 


“Stanton’s”’ 
RECTAL SPECULUM 


Easy to introduce. More lateral room for 
examination, operation, suture. Users are 
enthusiastic over its advantages. Size of 
proximal opening.: 154" wide, 1!/g" high. 
All-stainless-steel. Price $3 Qo. 


“Barr's” 
GROOVED 
DIRECTORS z= 
FOR 
FISTULAE 


Set of four directors include all necessary curvatures. Each $3.50; 
set of four, $13.00 














VICK'S CRYPT HOOK 


Slender, correctly angled. Hexagon handle has special 
finger rests. 
All-stainless-steel. $5.50 


FURRY'S CRYPTOTOME 


aoe Cl = = a 
= EDGE “Ge ose 


Originally made to Dr. Furry's own specifications and still made that way. 
Length, 8". Price $7.00 
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Specialists in Rectal Instruments 
609 College St. Cincinnati 2, Ohio 























NEW RELIEF 


OF SURFACE PAIN & ITCHING 


—WITHOUT TOUCHING AFFECTED AREAS 


perineal suturing 
hemorrhoids 
pruritus ani 


pruritus vulvae 


DERMOPLAST 


wounds 
burns 
abrasions 
sunburn 


FORMERLY RECTALGAN AEROSOL 
. aerosol 


anesthetic 
anti-pruritic 


astringent 


Formula: DERMOPLAST (and RECTALGAN) 12 02. & 6 02. 
contains benzocaine, 4.5%; carbolic acid, 
1.75%; menthol, 0.5%; ephedrine alk., 
0.125% — dissolved in oils (Mallon process). 


REC TALGAN 


anesthetic 
anti-pruritic 


astringent 


Combined use of liquid and spray gives best Hy i 
relief of pain in perineal suturing and hem- liquid 
2 0Z. BOTTLE 


orrhoids. Literature sent on request. 





MALLON DIVISION 


DOHO 


100 VARICK ST. 
NEW YORK 13,N.Y. 











Nobody, 
likes 


e 
old-fash 
enema 


Everybody 
prefers 
the 
modern 
disposable 4 oz. 


cnema 


Available from authorized 


surgical supply distributors 


PHARMASEAL LABORATORIES - Giendale 1, California « Subsidiary of DON BAXTER, INC. 
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THE NEW 
16MM, COLOR, SOUND 
FILM ENTITLED 


AVAILABLE 
FREE TO 
MEDICAL 
GROUPS 
AND 
MEETINGS 


HEMORRHOIDECTOMY 
WITH 
ELECTRO-SURGERY 


As a public service, The Birtcher Corporation will loan without cost or obligation, 
prints of this new film which illustrates the Peyton method for electro-surgical 
hemorrhoidectomy. 

Details of the film are as follows: 16mm with optical sound in full color— 
running time: 30 minutes. In requesting the film, please give the date of showing 
and name of group. 

Reprints of Dr. Peyton’s paper, “The Peyton Method for Electro-Surgical Hemorr- 
hoidectomy,” which was published in the August issue of The American Journal 


of Proctology, will be sent on request. 


Address all inquiries to— Librarian 


THE BIRTCHER 
CORPORATION 


4371 Valley Blvd., Los Angeles 32, Calif. 


Dept. AJOP-12 





LETTERS 
TO THE EDITOR 


Dear Dr. 


Kindly give your opinion on how the 


Cantor: 


margins of an ano-rectal fistulotomy 
wound should be dealt with when large 
bulging hemorrhoids concur in _ the 
same patient. 

In such cases, I ordinarily separate 
the skin by sharp and blunt dissection, 
perform a subcutaneous hemorrhoidec- 
tomy and fix the skin to the base of the 
opened fistula with interrupted knots. 
If internal hemorrhoids are also ob- 
served, the procedure is extended up- 


wards. The fistulous tracts are thus con- 
verted into open ditches and measures 
are adopted to insure that the cavity will 
heal from within outward. Results 
have been good so far. 
Your comment will be most appre- 

ciated. 

Sincerely, yours, 

Luis Minvielle, M.D. 

Uruapan 3, 

Mexico 7, D. F. 


Dear Dr. Minvielle: 

You have answered your own ques- 
tion in excellent fashion. I am in com- 
plete agreement. 

It is essential to remove all adjacent 
hemorrhoids when doing a fistulotomy 
or fistulectomy. Otherwise, these hemor- 
rhoidal masses may fall into the open 
wound, and prevent adequate healing. 
Indeed, when the sphincter is cut, such 


—Concluded on page 508 


brand of s 





safest, most bitectin) sulfonamide 


for urinary tract| infections 


i 


The high degree of solubility of thiosulf I combined with 


its high bacteriostatic a 
rapid and effective actioj 


Ayerst Laboratories * Ne 


low acetylation rate insure 
ally no side effects. 


Y. * Montreal, Canada & 
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THE GP AND PROCTOLOGIC EXAMINATION 


According to the American Cancer Society, 15% of rectal cancer is now cured but as much 
as 75% can be cured. Most of the difference can be made up by early detection of the 
disease. This means that increasing the number of proctologic examinations now being 
made, alone can go far in defeating rectal cancer. That the specialist sees fewer colo- 
proctologic patients in the early stages than the general practitioner is obvious. The solu- 
tion then lies primarily in the hands of the GP—but we must assume a good part of the 
responsibility for stimulating him to realize the importance of making more proctologic 
examinations—and more careful ones—than he now does. 

The following should be part of the informational background of every practicing 
physician: 

More than half of all rectal cancers can be found by digital examination; nearly three- 
quarters of all cancers of the colon can be detected by the sigmoidoscope. Use of the 
proctoscope as well as digital examination should be a routine part of every physical. 

While skill and experience are without doubt essentials of proctologic study, the rectal 
examination is neither so formidable nor so complex that it is beyond the reach of the 
average physician. These examinations—it cannot be said too often—should be done, and 
done frequently. They should be done without fail in patients with symptoms referable 
to the lower bowel. 

There is some disagreement as to the ideal position for examination, but utilization of 
more than one eliminates disadvantages. For example, it has been pointed out that the 
knee-chest position, preferred by many physicians, may drain blood from hemorrhoidal 
areas and make it more difficult to evaluate the amount of hemorrhoidal tissue present than 
if the patient lies on his side. A patient may always be turned on his back later for bimanual 
examination, where indicated, or asked to assume the knee-chest position for fuller 
exposure of the anal area. 

The index finger, well lubricated, should be inserted sidewise and rotated through the 
entire 360° circumference of the anal passage. The lower abdomen should be palpated 
with the other hand, if the patient is supine, so there is no risk of overlooking a rectal 
shelf, and to detect any intra-abdominal or pelvic mass which otherwise go unnoticed. 
Then the thumb of the rectal hand can be placed on the perianal skin, and the intervening 
tissues palpated between thumb and index finger over the whole circumference. This 
will indicate any small but deep or hidden lesions, cysts or foreign bodies. Finally, on 





withdrawing the finger, it should be wiped on a piece of filter paper and the fecal residue 
tested for occult blood. 

Any small fissures, scars, excoriations, ulcers or dermatitis may be seen when the patient 
assumes the knee-chest position and the buttocks are widely separated. The proctoscope 
(well lubricated) should be introduced in a sidewise position and directed inward and 
downward, and rotated. The obturator removed, it is possible to inspect the entire area 
of the rectum and to continue the inspection as the ’scope is slowly withdrawn. If neces- 
sary, internal hemorrhoids may be injected with the proctoscope in place. 

The signs which signal the need for sigmoidoscopic investigation are: bleeding from 
rectum or melena; protruding mucosa; change of pattern in bowel habits; diarrhea; pus 
and/or mucus discharge; pain in the rectal area, in the lower abdomen or back; anaemia, 
otherwise inexplicable. In addition, sigomidoscopy should follow the progression, or 
regression, of anorectal or colonic disease and be utilized for necessary histologic and 
bacteriologic studies of anal or colonic lesions. It should also precede surgical procedures 
in these areas. 

It is usually undesirable to prepare the patient for sigmoidoscopy with an enema—it 
may give rise to irritation or wash away pus or blood which may be valuable as diagnostic 
clues. Such examination is best done in the knee-chest position, and after digital or 
proctoscopic examinations which help relax the anal sphincter. 

Again, the instrument should be well lubricated and warm. It should be introduced 
gently downward and forward until it is well within the passage. Then it should be 
directed toward the sacrum, the obturator removed, and advanced slowly and carefully 
under direct vision. The circumference of the mucosa beyond the sigmoidoscope should 
be inspected thoroughly. The instrument should never be advanced unless the lumen 
ahead can be clearly seen and unless the scope passes easily and without force. 

You can see the lower sigmoid with the scope fully inserted. In about half the patients 
the instrument may be inserted easily and will progress in a straight line; in about 40% 
the direction changes, often sharply, at the rectosigmoid, and there is some difficulty in 
proceeding. When this occurs, patience and gentleness, and sometimes the insufflation 
of a little air, will iron out the problem. In about 20% of patients who have extreme 
angulation, the sigmoidoscope cannot be passed. 

Biopsy can be done safely through the sigmoidoscope and should always be done when 
a suspicious, accessible lesion comes into view. Whenever lesions can be removed entirely 
it is desirable to do so, and in all cases it is imperative to take enough tissue (with par- 
ticular attention to the bases of larger lesions) so it will be completely certain no possibly 
cancerous cells have been overlooked. Biopsy is also useful in some infectious diseases: 
in amebiasis and schistosomiasis for example, it may supply needed information when 
stool examinations have failed to indicate the disease. 

Of course information purveyed through journals, reprints or in seminars, valuable 
though it may be, can never be as effective as first-hand clinical observation and expé- 
rience. In an effort to spread proctologic education of the GP even further, we are now 
planning a course of clinic training to be offered during the coming months to physicians 
in the New York-New Jersey metropolitan area. We will be happy to answer inquiries 
concerning this course, or give information and help to those wishing to organize similar 
courses in other regions. We reiterate: we recognize it is an important part of our respon- 
sibility as colo-proctologists to stimulate the concern and widen the knowledge of the 
general physician. 


Louis S. Wecryn, M.D. 

















Hemorrhoids 


Hemorrhoids need not pain, itch or burn. Inflamma- 
tion, congestion and pressure can be quickly reduced 
with Anusol Suppositories. 


Prompt, lasting relief of pain and itching: Anusol 
relieves anorectal discomfort almost immediately 
upon insertion. Action is soothing and decongestive. 
Relief is prolonged. 


Safely: Anusol contains no narcotic, analgesic or 
anesthetic drug. Thus the danger of masking more 
serious rectal pathology is eliminated. 


Easily administered: Anusol is easy to insert. Com- 
fort plus efficacy, especially where prolonged use is 


needn’t hurt 


necessary, contribute to patient acceptance. 


Safe in any situation: Because Anusol does not 
narcotize, the presence of strangulation, ulceration, 
malignancy or prostatic disease is not concealed. Diag- 
nosis and treatment of co-existing disorders (anal fis- 
sures, infected crypts, polyps, warts, abrasions, ab- 
scesses, etc.) are not impeded. Anusol does not pro- 
duce rectal anesthesia which aggravates concurrent 
constipation. 


Dosage: One suppository, morning and night and 
after each bowel movement. 

Packaging: Boxes of 6, 12, 24 individually foil 
wrapped suppositories. 


Anusol 


Suppositories 


WARNER-CHILCOTT 

















QUOTANE®* 


Hydrochloride 






% 


% 


a 
® x 
bs Lead 
After developing and screening hundreds of anesthetic compounds 
for potency and lack of sensitizing qualities, S.K.F. isolated 
dimethisoquin hydrochloride—‘Quotane’ Hydrochloride. 
This remarkable topical anesthetic possesses these advantages 
in the treatment of anogenital itching and pain: 


1. Rapid and prolonged relief of itching and pain. 


2. Low sensitization index; not related to the highly 
sensitizing “-caine’”’ group. 
3. Smooth, white, stainless, non-greasy. 


‘QUOTANE’ Hydrochloride OINTMENT 
dimethisoquin hydrochloride, $.K.F. 


(also available: ‘*QuOTANE: LOTION) 


Smith, Kline & French Laboratories, Philadelphia 


%T.M. Reg. U.S. Pat. Off. for dimethisoquin hydrochloride, $.K.F. 

















the Fleet Enema 


Disposable Unit 


for routine 

and 

special purpose 
enemas 

e Superior in cleansing effect to a tap 


water, or saline enema of one or two pints... and less 
irritating than a soap-suds enema. 


@ Rapid — with the FLEET ENEMA Disposable Unit, 


-s1eS 
ifie ey the entire procedure can be completed in % the time 
- ctose° required with older more cumbersome methods. 
prem sion @ Prompt and thorough evacuation . . . a time-saving 
para factor, particularly in preparation for examination. 


e Comfort to patient assured ... virtually no 
distention or side effects. 


And in addition: “Squeeze bottle” 

permits one hand administration . . . distinctive 
rubber diaphragm controls flow while 
preventing leakage ... rectal tube enclosed 
in sealed cellophane envelope, sanitary 

to time of use .. . readily disposable. 


Each 4% FI. Oz. Fleet Enema Disposable Unit contains 
in each 100 cc., 16 Gm. sodium biphosphate and 

6 Gm. sodium phosphate ...an enema solution of 
Phospho-Soda (Fleet) ... gentle, prompt, thorough. 





Cc. B. FLEET CoO., INC. 
LYNCHBURG, VIRGINIA 


’Phospho-Soda’, ‘Fleet’ and ‘Fleet Enema’ ire 
registered trade-marks of C. B. Fleet Co., inc. 
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proscribe a full measure of 


comfort for anorectal patients with 


DESITIN 


hemorrhoidal SUPPOSITORIES 
with COd liver oil 


DESITIN SUPPOSITORIES quickly soothe, protect, lubricate 
the distressed anorectal mucosa to provide...... 





In boxes of 12 
foil-wrapped 
ssa catanaaitaaa e gratifying comfort in hemorrhoids (non-surgical) 


e rapid, sustained relief of pain, itching and spasm 
A without styptics, local anesthetics or narcotics, 
yours for” the asking 





therefore do not mask serious rectal disease 
e@ reduced engorgement, bleeding e safe, conservative 


DESITIN CHEMICAL COMPANY ~ 70 Ship Street, Providence 2, R. I. 
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@ Unique curved upper jaw 
grasps tissue firmly, cuts cleanly 
from distal end of jaw back 


toward fulcrum. Lower jaw _ is 
serrated for better tissue grip. 4 
/g more precise 
e 
rectal biopsy 





@ There are no set screws to be- 
come lost or block vision. When 
collar A is loosened, jaws can be _— - iii 
rotated 360° by turning knurled J Y be 107 
section B. Tightening collar A 

locks jaws firmly in any position 


@ The entire stem can be re- 
moved from the handle sec- 
tion for sterilization or re- 
placement with another 
attachment, when 
collar A is fully 
released. 


® Welch Allyn Advanced Design Biopsy Forceps 
are available with the jaws offset at a 30° angle 
from the stem or with the jaws in line with the 
stem. Both the offset and the straight line types 
are made in two lengths, 14 in. and 10 in. All 
types and lengths of stems are instantly inter- 
changeable on the one handle. 

Handle and stems avail- 

able separately for @ Handles have been especially designed to pro- 
Greater utility and vide positive grip. Use of full hand grip (rather 
ne than the ordinary 2-finger “scissors” type) gives 
far better leverage and control of instrument. 





@ Construction is entirely stainless steel with all 
parts machined to close tolerances, insuring easy 
operation and long life. 


eee ae 


Conemenameaaianane 











@ Ideally suited for use with the Welch 
Allyn No. 308, 308-A and 309 sigmoido- 
scopes or No. 300 and 304 proctoscopes. 


\ WELCH ALLYN, INC. @ SKANEATELES FALLS, N.Y. 












for broad spectrum 
antibacterial therapy plus prophylaxis 





of intestinal moniliasis 






Each Mysteclin capsule contains 250 mg. 
of Steclin (Squibb Tetracycline) 
Hydrochloride and 250,000 units of 
Mycostatin (Squibb Nystatin). 








Minimum adult dose: 1 capsule q.i.d. 
Supply : Bottles of 12 and 100. 


Mtysteclin 






STECLIN - MYCOSTATIN 
(sauisB TETRACYCLINE-NYSTATIN) 






for prophylaxis and therapy 





of intestinal moniliasis 


Each Mycostatin tablet contains 
500,000 units of Squibb Nystatin, the first 
safe antibiotic active against fungi. 


Usual adult dose: 1 tablet t.i.d. 
Supply: Bottles of 12 and 100. 


MYCOSTATIN 


(sauiss NYSTATIN) 


*MYSTECLIN’, "STECLIN’ AND ‘MYCOSTATIN’'® ARE SQUIBB TRADEMARKS 
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Colon Surgery 


Some Psychological Implications for the Patient 


A surgeon and a psychiatrist were 
renewing acquaintance at a social gath- 
ering, and, as parents will, they began 
to talk of their young children in gen- 
eral, and of some problems of toilet 
training in particular. Both had ob- 
served that the child often seemed to 
resist a final separation from his feces, 
or at least took .a very personal interest 
in their disposition. From this obser- 
vation, certain ideas from psychodyna- 
mic theory came under discussion. The 
gist of this was that the child considers 
the feces as part of the self, and views 
the loss of them as a loss of part of the 
self. Insofar as this constitutes a good 
part of the self, he reacts to this as a 
threat. However, he is able to accept this 
if something of equal or greater value 
replaces it (i. e., parental approval or 
love), or, to the extent that the sacrifice 
of a part of the self may ward off 
dangers of a more serious damage or 
loss. This will be elaborated further, 
but at this point the surgeon was in- 
trigued to note the parallel between the 
attitude of the child toward his bodily 
content, or feces, and of the surgical 
patient toward his bodily content, or 
organs, 

The dynamics of the development of 
these attitudes may be stated as fol- 
lows: 


The conception we have of the nature 
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of our inner being—we may call it our 
ego structure, but we really consider it 
very literally as our insides or con- 
tents—is developed very early in life, 
principally from our experiences with 
the mothering person. At first there is 
very little distinction possible between 
the self and that with which one comes 
in contact. So, when the child is being 
satisfyingly nurtured, literally by ade- 
quate feeding and in spirit by easy- 
going, loving attitudes—he conceives of 
this as the nature of his insides. In 
other words, he incorporates all that is 
directed toward him and experiences 
this as his own insides. This comes 
about particularly because he invests 
that with which he comes in contact, 
which we shall call his object, with his 
own attitude toward it. That is, as it 
gratifies him he has a pleasant feeling. 
which he attributes to the object, and 
so as he merges with it in phantasy. 
his own inner being and content are 
felt as pleasant, loving, and good. Now. 
what happens when the opposite ex- 
perience prevails? He is not nurtured 


*Presented at the Seventh Annual Teaching 
Seminar of the International Academy of Proc- 
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adequately, or the mother is tense, anx- 
ious, hurried, preoccupied, impatient or 
angry. The infant has a feeling of un- 
pleasure of the most intense degree, to 
which he responds in kind. He directs 
his most hateful feelings toward the 
object, which is then experienced as 
merging with himself as a dangerous. 
hateful, destructive inner content. How 
this subsequently gets dealt with de- 
termines a good bit of all human be- 
haviour, and for our present subject of 
concern, is the principle unconscious 
determinant of a patient’s reaction to 
surgical experience. 

At this point it seems appropriate 
to mention some of the contributions 
to psychiatric literature from which 
these formulations are derived. 

In his later theory of the instincts 
Freud recognized that the ego is pri- 
marily a body ego, ultimately derived 
from bodily contacts and sensations, and 
that in the first experiences there is no 
distinction between the object and the 
self. As he put it, “object cathexis and 
identification are hardly to be distin- 
guished from each other.”' (Ferenczi- 
had already observed, “there is a stage 
in the development of awareness of self 
in which the infant does not differen- 
tiate between himself and the breast on 
which he feeds.”?”) 


theory of a death instinct, Freud clearly 


In proposing the 


indicated that destructive impulses are 
primarily a threat to the internalized 
objects, and as such, have to be diverted 
outwardly towards the external wor!d. 
Freud also pointed out that the feces 
can be equated with the loved or valued 
He noted that in depression 
the loss of an object is experienced as 


objects.” 


the loss of ego.* 
Abraham also observed that the feel- 
ings of love or of hate towards one’s 


objects produce corresponding feelings 
toward one’s own ego;* that these prob- 
lems originate in the earliest or oral 
experiences; and that the feces are re- 
garded as the equivalent of the object, 
with magical powers for good or for 
evil.® 

From her experiences in child analy- 
sis, Melanie Klein has presented the 
most detailed formulations of the pro- 
cesses with which we are concerned 
here. She states, “the development of 
the infant is governed by the mecha- 
nisms of introjection and_ projection. 
From the beginning the ego introjects 
objects ‘good’ and ‘bad’, for both of 
which the mother’s breast is the proto- 
type—for good objects when the child 
obtains it, for bad ones when it fails 
him. But it is because the baby pro- 
jects its own aggression on to these 
objects that it feels them to be ‘bad’, 
and not only in that they frustrate its 
desires: The child conceives of them as 
actually dangerous—persecutors who it 
fears will devour it, scoop out the in- 
side of its body, cut it to pieces, poison 
it—in short, compassing its destruction 
by all the 


These imagos, which are a 


means which sadism can 
devise. 
phantastically distorted picture of the 
real objects upon which they are based, 
become installed not only in the out- 
side world but, by the process of in- 
corporation, also within the ego. Hence, 
quite little children pass through anx- 
iety-situations (and react to them with 
defence mechanisms) the content of 
which is comparable to that of the psy- 
choses of adults.” 

Klein further states,—‘in the early 
anal-sadistic stage what he is ejecting 
is his object, which he perceives as 
something hostile to him and which 


he equates with excrement.”* — “the 
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earliest period of the sadistic phase is 
characterized by the great violence of 
the attack made on the object—later— 
more secret methods of attack prevail. 
such as the use of poisonous and ex- 
plosive materials. Excrements now rep- 
resent poisons, and in its phantasies the 
child uses faeces as persecuting agen- 
cies against its objects—. In conse- 
quence it begins to be afraid of its own 
excrements—. Thus its phantasies lead 
to a fear of having a multitude of per- 
secutors inside its body and of being 
poisoned, and are the basis of hypo- 
chondriacal fears.””* 

I have quoted these concepts rather 
extensively because they offer a basis 
for understanding the paranoid or 
schizophrenic states, as defenses against 
internal bad objects by projection or 
splitting. Also, the anxieties about pre- 
serving internal good objects, with all 
of the intense self-punishment involved 
in this, form the basis for the depres- 
sions. 

From another point of view, Sulli- 
van® has recognized the extremely im- 
portant role in the formation of the 
self-system, of gradients of anxiety ex- 
perienced by the infant in its empathic 
sensitivity to the moods and tensions 
of the mother. Tension-free experience 
is incorporated as the “me,” and ten- 
sion-laden experience dissociated as the 
“not me”. From this standpoint, later 
interpersonal experiences can evoke 
anxiety and defenses which similarly 
are manifested as various psychic dis- 
orders. 

In considering the relevance of these 
concepts for the patient undergoing 
surgery, the role of castration fears may 
be understood from this broad basis. 
Schilder states “—there are pregenital 
analogies to the castration complex. 
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There is the fear of losing the inner 
parts of the body, and we find in these 
cases a phenomenon which we may call 
anal castration complex. There is also 
a general fear about the integrity of 
the body, or, as I have called it, a gen- 
eral dismembering motive and fear. In 
psychosis especially this dismembering 
motive plays an important part. In the 
last analysis it is based upon the struc- 
tural qualities of the body-image. The 
fear of operation belongs to the same 
category. The tendency of the organism 
to self-defence reflects itself in the fear 
of castration and pregenital castration 
in the fear of being dismembered. The 
patient is dismembered under the in- 
fluence of (his) own sadistic tendencies 
against the outside world and against 
(himself) .””?° 

A number of reports have already 
appeared which emphasize the impor- 
tance of the symbolic significance of 
the surgical operation or of the organ 
operated upon, in determining the na- 
ture of postoperative reactions. 

Helene Deutsch" pointed out the im- 
portance of the patient’s reaction to 
the operation as a threat of loss of 
bodily ego related to castration fear, 
and also of the role played by the lo- 
cation of the organ and the meaning 
the organ has acquired during the 
course of the illness, She noted that 
the excised organ may, in phantasy, 
become a persecutor in the external 
world. Another type of reaction she 
describes is that of regression with oral 
and womb phantasies. Here the re- 
awakening of hostile wishes toward the 
mother and her contents leads to a fear 
of and wish for death, manifested clini- 
cally in ominous states of clinging to 
suffering and postoperative symptoms. 

Lindemann’? observed that there is 
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a higher incidence of agitated-depres- 
sive disorders in pelvic operations than 
in those in the upper abdomen, and he 
interpreted these reactions as an effort 
to deal with primitive rage responses 
activated by the operation which was 
experienced as a mutilation. Several 
patients were preoccupied not with the 
region of operation but with sensations 
in the mouth, tongue, and teeth, and 
with fears of blood coming out of the 
mouth. One feared eating as connoting 
injury to people, and believed people 
were dying on her account. In the 
terms we have been discussing here, we 
might interpret this as the patient’s fear 
of his internal bad objects threatening 
the good objects in the real world and 
those which were to be incorporated. 

The significance of the operation as 
a symbolic castration is indicated in 
reports which point out that more ser- 
ious reactions follow operations on the 
generative organs or on those which 
symbolize the genital. (Ewalt'*, Mich- 
aels'*). 

In his study of polysurgical addic- 
tion, Menninger’® presents the other 
side of the picture. Here, the need for 
surgery as a wish to be castrated, is 
aimed at preserving the ego against 
greater threats of destruction. In the 
process, the phantasy of receiving more 
love from the punishing figure may also 
be getting expressed. We may visualize 
this, in the terms we have been pre- 
senting, as an elimination of the bad 
object through the operation, with re- 
placement by the good object, i.e. love 
or provision from the surgeon-parent. 

A report by Rosen 
portance of the mechanism of denial, 


16 


stresses the im- 


by which the patient attempts to achieve 


mastery of situations and thus avoid 


danger to the ego. Impairment of this 


defense leads to increase in dependency 
on the parent figure, frequently seen in 
the attitude of the patient toward the 
surgeon. (Schmideberg’ considers that 
denial of anxiety is utilized to deny the 
existence of the introjected objects with 
which the affects are equated.) 

Levy,’® in describing the reactions 
of children to operation, indicates the 
similarity to the combat neuroses where 
mastery through preparatory under- 
standing and good relationship with the 
leaders and protectors are important 
prophylactic considerations. 

The psychological preparation of the 
patient for operation and the attitudes 
toward him during his hospitalization 
are thus important factors in modifying 
the effects 
describing. Valuable practical sugges- 
tions for the surgeon are presented in 
the reports of McLester,'® Lipkin and 
Ebaugh,*' and others. The em- 


of the forces we have been 


20 


Joseph, 
phasis on attitudes which provide for 
the maximal operation of positive forces 
can be readily appreciated. 

Perhaps it has become apparent, from 
all of the foregoing, that there are im- 
portant applications for our theoretical 
considerations. Some examples from 
clinical experience may further illus- 
trate the connections. 

The first case is one of ulcerative 
colitis in an intellectually gifted young 
writer who sought psychoanalytic treat- 
ment at the age of 24, after having 
undergone a two-stage resection of the 
colon, This patient is mild-mannered 
and pleasant, though quite reserved and 
unspontaneous. He is conscientious and 
industrious, and often preoccupied with 
phantasies in which he champions the 
cause of justice by vigorously defeating 
various wrong-doers. His early develop- 
ment was considerably hindered by 
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physical retardation of growth, severe 
allergies, and some minor infections. 
The predominant influence in the pa- 
tient’s early years was one of marked 
over-protection by his mother, whose 
difficulty however in providing a climate 
of warm interpersonal regard may be 
noted in her development of an insid- 
iously progressive paranoid disorder 
for which she was ultimately hospita- 
lized, after her children had grown. 
Our patient’s dream life portrays vividly 
the nature of the infantile impulses and 
phantasies with which he is struggling. 
There are repeated dreams of shootings 
and bombings, of limbs amputated, of 
worms working their way into the body, 
of pus being squeezed out of his breast 
as from a toothpaste tube, of a woman 
dentist harpooning. his mouth, of dying 
of cancer of the intestines, of infants 
being drowned or cannibalistically de- 
voured by women, of anger at women 
who appease him by serving packages 
of chocolate, of giving birth to a child 
anally. and of being both male and 
female. How clearly do we see por- 
trayed here the threats from the inter- 
nalized bad object (the infant’s hos- 
tility directed against the mother), the 
efforts to preserve a good internal ob- 
ject, and the defenses of ejection and 
projection, with prominent oral and 
anal participation in this process. Sig- 
nificantly enough, the ulceration of the 
colon requiring surgical intervention 
occurred just after the patient’s fiancee 
had broken their engagement, and dur- 
ing the period when his mother’s de- 
terioration was making her institutiona- 
lization imperative. The patient experi- 
ences the analysis as the equivalent of 
his operation—his inner content is to 
be exposed. In one dream he is in a 
hospital, and a friend on the staff per- 
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mits him to watch an operation. He 
does not want to, but finds himself in a 
room where someone is wheeled in fol- 
lowing an operation. The face is bared, 
the skin open. He turns away, terribly 
upset, not wanting to look. Then, the 
person is all sewed up again, and it 
seems amazing that he has lived through 
all this. 
to the effect that the operation is the 
analysis with exposure of his head or 
center of thoughts and memories. It 


The patient’s associations are 


seems dangerous but he can recover. 
He is reminded of his colon operation, 
in the following terms: “I was opened 
up—it was the area of infection trig- 
gered by my jarred feelings, emotions. 
The purpose of the operation was to 
get rid of the poisons and the poisoned 
area—the colon was pulled through the 
skin—the poisons poured out over a 
period of months until I was cleaned 
But, 


for a time the colon was exposed to 


out, then I was hooked up again. 


view, poisons coming out—(some of 
this is a concrete illustration of the dis- 
gorging of the poisons within) —poisons 
which had started from the infection 
which I can trace to the emotional up- 
set at that time.” 

Some of the mechanisms we have 
been considering may be illustrated in 
a second case, one of so-called spastic 
colitis, in a 33-year-old housewife who 
suffered from protracted attacks of ab- 
dominal cramps with diarrhea. This pa- 
tient’s principle early difficulties had 
been with her mother, whom she de- 
scribed as a harsh, vindictive, angry, re- 
jecting, punitive figure. The patient 
was preoccupied with procuring loving 
people or admirable possessions, and 
she reacted to frustrations with cruel 
anal phanmtasies of reducing her frus- 
trators to feces. 
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She had many phantasies of the body 
as being bad, dirty, disease-ridden, con- 
taminating. 
which she sees a toilet overflowing, she 


Referring to a dream in 


had the following associations: “mother 
is shit, I flushed her down. There is 
a phrase, ‘don’t fall into her mouth.’ 
Mother’s mouth is like a toilet.” Her 
own interpretation was to the effect 
that she is trying to eject her own hate- 
ful feelings. 
evoked the exclamation, “you’re a big 


Anger at the analyst 
shit, I wish your intestines would fall 
out bit by bit.” 

A dream of having intestinal worms 
brought an association recalling a 
sickening experience in which maggots 
had gotten into their garbage pit and 
could hardly be eradicated, which had 
She suf- 
fered intensification of her colitis when- 
ever hostility occurred with guilt over 
her own wishes—i.e., when her internal 


made her intensely anxious. 


bad objects were threatening the good 
ones; but was relieved when she could 
justify her anger, i.e., project and an- 
nihilate the bad objects. There was also 
a marked improvement in the symp- 
toms when she was experiencing posi- 
tive feelings in the treatment situation. 

Another interesting clinical illustra- 
tion is provided by a 10-year-old colored 
boy, seen in a psychiatric ward where 
he had been hospitalized because of 
destructive and antisocial tendencies. 
In describing his phantasies 
angered by his father, he spoke of chew- 
ing up his bones, reducing him to feces, 
and flushing him down the toilet. There 
was a tendency toward stuttering, a 


when 


symptom which has been considered 
indicative of oral-sadistic fixation; and 
this patient’s delinquent behavior may 
be interpreted as an effort at defense 
against ego-threatening affects, or inter- 


nal bad objects. 

Finally, when we consider the sig- 
nificance of these unconscious processes 
in dealing with the surgical patient, we 
may arrive at a better understanding of 
the forces with which he is coping and 
which determine his We 
might expect that the capacity to adjust 


reactions. 


favorably to the operation and its conse- 
quences, would depend on the degree 
to which the patient has effectively neu- 
tralized his aggressive-hostile impulses. 
This seems to be borne out in the im- 
pression gathered from _ interviewing 
several colostomy patients after a con- 
siderable period postoperatively.* Op- 
timal adjustments were seen in those 
patients whose bowel activity paralleled 
their temperaments and _ character 
structure, in regularity, amenability to 
control, placidity, and ability to inte- 
grate readily with the impact on them 
of other people. 
the personality structure in arriving at 


The more strain on 


such a position, seemingly, the more un- 
easy was the patient in adapting to his 
colostomy. This may be understand- 
able in light of the concepts we have 
presented, correlating inner bodily con- 
tent with attitudes and impulses toward 
other people. Thus, the patient’s hos- 
tility may be expressed through hyper- 
activity of the bowel, and the require- 
ment of handling the feces in a new 
way, with all of its implications of a 
hostile internal object, increases the 
patient’s conflicts with resultant guilt 
and depression. In a book, and sepa- 
rate article on the psychology of the 
colostomy patient, Ficarra®® ** has de- 
tailed some of the more immediate and 
conscious concerns resulting from this 
procedure. 


*| am indebted to Dr. Jacob J. Weinstein 
for the opportunity of seeing these patients. 


458 THE AMERICAN JOURNAL OF PROCTOLOGY 








In respect to the data we have pre- 
sented, the role of the surgeon may be 
recognized as a significant one in in- 
All 
of the patients interviewed stressed the 
importance of the supportive, under- 
standing sympathetic attitudes of the 
doctors and nurses in helping them to 
adjust to their operations. It was clear 
that those patients who had made opti- 
mal adjustments were, in their charac- 
ter structure, inclined to develop deep 


uencin e patient’s experience. 
fl g the patient’s expe 


capacities for trust in authorities; but 
it was equally evident that disappoint- 
ment in their needs interfered with 
these capacities. 

In closing, I wish to express apprecia- 
tion for the opportunity of presenting 
these views, and hope that in the in- 
creasing trend toward inter-disciplinary 
collaboration, the experiences available 
to us in our respective specialties may 
be usefully exchanged to broaden per- 
spectives for each other. 
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Carcinoma 


of the Colon 


and Rectum 


Observations on the Pathologic Aspects* 


The operative procedures for treating 
carcinomas of the colon and rectum 
have been developed to a high state of 
efficiency. The refinements in preopera- 
tive preparation of the patient with 
chemotherapeutic and antibiotic agents 
have made involved bowel resections 
and anastomoses feasible. Further, em- 
ployment of such agents has reduced 
postoperative infection and morbidity. 
With the general availability of blood 
for transfusions, and an expanding 
knowledge of protein and electrolyte 
needs of the body, considerable progress 
has been made to speed convalescence. 
The expectations for a cure would seem 
much brighter than a decade ago, 
viewed in the light of newer knowledge. 
It therefore seems plausible to period- 
ically review the clinical histories, sur- 
gical procedures and pathological find- 
ings in patients recently treated for 
bowel carcinomas. Consequently a total 
of forty patients, twenty each from 
Loretto and Holy Cross Hospitals, were 
taken in consecutive order for the years 


1953 and 1954 as a basis for this report. 


GEORGE J. RUKSTINAT, M.D., F.1.A.P.+ 


Chicago, Illinois 


The patients varied in age from 35 
years to 83 years. The age and sex dis- 
tribution by decades is indicated in 
Table I. The males were admitted on 
the average eight years younger than 
the females and constituted 57.5% of 





Table | 

Age in years Male Female 
30-40 0 | (35 years) 
40-50 2 o 
50-60 5 | 7 
60-70 7 5 
70-80 6 10 7 
80-90 | I 
Totals 23 (57.5%) 17(42.5%) 
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ment of Pathology of Stritch School of Medi- 
cine of Loyola University, Chicago, Illinois. 

Presented at the Seventh Annual Teaching 
Seminar of the International Academy of Proc- 
tology, March 23-26, 1955, N. Y., N. Y. 


460 THE AMERICAN JOURNAL OF PROCTOLOGY 





the group. The one exception was a 
female, thirty-five years of age, who had 
a huge bleeding midrectal carcinoma 
with extensive lymph gland metastases. 
In this patient, as in the majority of the 
group, symptoms of brief duration pre- 
ceded a visit to the doctor. This young 
woman noticed blood in her stools only 
two weeks before her serious condition 
was diagnosed. 

Attempts to classify symptoms which 
would serve to establish a diagnosis in 
carcinoma of the colon and rectum 
yielded inconsistent results. The most 
consistent complaints were of diarrhea 
and blood in the stool in low rectal 
lesions. This combination of discom- 
fort and obvious illness brought one- 
half of the patients to the physician in 
from one and one-half days to three 
months. Delay in seeking medical aid 
sooner was explained in five patients by 
a layman’s diagnosis of hemorrhoids. 
Eight of the patients had had a hemor- 
rhoidectomy from 2 to 27 years before 
their current illness and one man had 
had a rectal abscess incised eight years 
previously. The longest duration of 
symptoms was 30 years. These were 


described as abdominal cramps and 
high abdominal pain associated with a 
sporadic finding of blood in the stools. 
When sixty-six years of age this woman 
was operated upon and two polyps were 
found in the large bowel. One in the 
transverse colon was benign, but one at 
the splenic flexure was carcinomatous. 
A segmental resection with end to end 
anastomosis of the colon gave her most 
welcome relief. The symptoms presented 
by this group of patients is listed in 
Table II. 

The location of a tumor in the rectum 
was recorded in one male patient by an 
intern. In all of the other patients this 
examination was deferred, depriving the 
intern of the opportunity to discover 
such a lesion independently. Although 
vaginal examinations are preferably 
done at the request of, or in the pres- 
ence of the attending physician, rectal 
examinations on most patients seem 
permissible. Actually women are ac- 
customed to rectal examinations because 
of their necessary employment in child- 
birth. The detection of rectal tumors in 
two patients in this group would have 
prevented serious results from retained 








Table Il 
[ebeotsabia 6 wks. to | year 13 
Epigastric | day to 6 wks. 3 
Pain{ Generalized (Abd) | day to 30 years 5 
| Rectal 5 days to | year 6 
[Low back | year | 
Constipation 5 days to 2 years 10 
Diarrhea \\/y days to 10 years 13 
Alternating 
constipation and 5 days to 3 mo. 3 
diarrhea 
Vomiting | day to 5 mo. 5 
Bloating 5 days to 4 mo. 5 
Anorexia 5 days to 5 mo. Z 
Blood in stool 2 weeks to 10 years 2! 
Weakness 5 months | 
Loss of weight | month to | year 10 
12 to 45 Ibs. 
Hemorrhoids | to 20 years 5 
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barium enemas. In one patient a for- 
tunate satisfactory decompression was 
obtained by rectal tube and repeated 
irrigation. In another patient, however, 
an emergency cecostomy was necessary. 
The prolonged illness of this patient 
with severe diarrhea for one year, and 
vomiting, abdominal pain and increased 
diarrhea in the week preceding hos- 
pitalization, had left him debilitated. 
Proctoscopy six days after the cecos- 
tomy disclosed an annular rectal cancer 
only four inches from the anus and 
with a lumen less than one-fourth inch 
in diameter. 

The location of carcinomas of the 
bowel is important in many respects, 
and correlation is most desirable of the 
findings on physical examination, x-ray 
films and fluoroscopy, proctoscopic and 
sigmoidoscopic study with biopsy and 
observations at the time of surgery. An 
adequate biopsy is essential for the 
pathologist to make a diagnosis. He 
should not be handicapped by requests 
to make a diagnosis on surface smears 
of infected, ulcerating lesions coated 
with extraneous pigments and debris. 
The results of contributory studies is 
summarized in Table III. 





The physical examination of these 
patients was helpful in several ways. 
Four patients had a palpable abdominal 
tumor. One tumor was in the cecum 
and the other three were in the recto- 
sigmoid. These four tumors composed 
the largest of the group and produced 
serious complications by extensive in- 
vasion, metastases and, in two instances, 
perforation into the ileum. The cecal 
tumor was 8 cm. long and 2.2 cm. thick. 
It encircled the cecum for 11 cm. and 
spared the lining in a region 1 to 3 cm. 
wide. The edges of the tumor were 
raised in papillary masses 4 to 6 mm. in 
diameter. The middle three-fourths was 
depressed, ulcerated and spongy from 
necrosis. In the center of the ulcerated 
region a perforation, 8 mm. by 4 mm.., 
extended thru the cecal wall to connect 
with a fistula, 4 mm. in diameter, in 
the neighboring ileum. There was wide- 
spread extension to the peritoneum on 
the right side, to the serosa of the uri- 
nary bladder and to the retro-perito- 
neal fat. This patient was 77 years old 
and complained of poor appetite, right 
abdominal pain and nausea for only two 
weeks. In the three days prior to admis- 
sion he had been constipated. 


Table Ill 


Location of Carcinomas of the Colon and Rectum in Forty Recent Patients. 





Part of Bowel 


Cecum 

Transverse colon 

Transverse colon (2 carcinomas) | 

Transverse colon and hepatic flexure [ 
(2 carcinomas) 

Hepatic flexure 

Descending colon 

Recto-sigmoid 

Mid-rectum 


Distal 10 cm. of rectum 


Total 





Grand total 42 carcinomas in forty patients. 
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Two of the large recto-sigmoid carci- 
nomas were in women. The younger 
woman was 39 years old and some of 
the bulk in her pelvis was due to a left 
huge hydrosalpinx. The carcinoma had 
become adherent to the left iliac fossa, 
omentum and ileum. There’ were 
metastatic tumors in the lymph glands 
of the mesentery and periarotic region. 
The left tube and ovary were removed 
and an anterior resection of the recto- 
sigmoid was performed. The adherent 
ileum was resected and an end to end 
anastomosis was performed. The same 
treatment was accorded the colon and 
rectum. This patient has had fifteen 
months of remarkably comfortable life 
except for a short bout with urinary 
cystitis. 

The second woman with a huge recto- 
sigmoid tumor showed remarkable sto- 
icism. She had had pain in the left lower 
quadrant of her abdomen for fifteen 
months and had lost 35 pounds of 
weight in that period. She had occasion- 
ally felt extremely weak but had contin- 
ued to work full time in an electrical 
parts factory and managed her house- 
hold in addition. Most of her weight 
loss occurred in the four months prior 
to her admission. During this time she 
had vomited daily bitter bile-stained 
liquid. She had an annular ulcerated 
tumor mass 7 cm. along the recto-sig- 
moid, 22 mm. thick. The base of the 
ulcer, in one place 6 to 8 mm. in diame- 
ter, connected with a fistulous tract ex- 
tending into an adherent loop of ileum. 
The arms of this loop were attached to 
each other and had a second fistula con- 
necting them 7 cm. proximal to the ileo- 
colic opening. There was extensive in- 
vasion by tumor tissue around each fis- 
tula. In addition there was extension to 
the left lateral abdominal wall. This 
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patient was given the benefit of resec- 
tion of the sigmoid part of the colon, 
an end to end colo-colic and two ileo- 
ileal anastomoses. 

The fourth large recto-sigmoid carci- 
noma occurred in a man 48 years of 
age. He first complained of dyspnea for 
four months. He had been a_ heavy 
smoker of cigarettes until 6 months be- 
fore, when he stopped smoking and ex- 
perienced relief from annoying accumu- 
lations of mucus in his bronchi. At his 
first visit a doctor diagnosed pleural 
effusion and, on tapping, obtained “a 
large amount of bloodless liquid.” X-ray 
films of the chest disclosed persistent 
opacities of the left lung diagnosed as 
neoplastic or inflammatory in the left 
bronchial system. There were numerous 
left 


Bronchoscopy was not helpful, and so 


destructive lesions in the ribs. 
a thoractomy was performed. Numerous 
tumor nodules were found on the pleura. 
Biopsy of one of these showed a meta- 
static adenocarcinoma. Cells of similar 
nature were found in the smears of 
thoracentesis fluid. Fifteen months later 
signs of intestinal obstruction required 
hospitalization. At this time a huge 
mass was found in the pelvis, and at 
autopsy this proved to be a carcinoma 
of the recto-sigmoid. There was a gen- 
and the left 


lung was extensively replaced by meta- 


eralized carcinomatosis 


stases. In this patient the metastatic 
growths produced symptoms so distress- 
ing and obvious that they assumed pri- 
mary importance. 

Even where complaints are referable 
to the bowel, x-ray studies may not al- 
ways be conclusive. This is especially 
possible in low rectal carcinomas which 
may be obscured by an enema tip or a 
distended ampulla filled with barium. 
Mobile polypoid masses may be difficult 
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Table IV 





and Rectum. 


No X-Rays taken 
X-Rays of chest only 
X-Rays inconclusive 


X-Ray suggestive of cancer in out patients 
lat plates only because of fear of obstruction 





Evaluation of X-Ray Findings as an Aid in Establishing a diagnosis of Carcinoma of the Colon 


X-Rays followed by retention of barium and obstruction 
X-Rays focusing attention on lung as primary site 
X-Rays disclosing diverticulosis and inflammation 


Number of Patients 


15 


AR—-ABR—NHYONA 








to visualize in any location. Yet another 
cause can be traced to certain cancers 
of the thin-walled cecum. Here the easy 
distensability may load the bowel with 
barium and obscure small or flat tu- 
mors, except when near the lateral or 
medial sides. An evaluation of the x- 
ray findings is indicated in Table IV. 
In four patients only flat plates were 
made because of fear of obstruction by 
barium if an enema was used. 

In other instances direct observation 
of the cancer in the rectum or recto- 
sigmoid, and a biopsy diagnosis of car- 
cinoma, established the nature of the 
tumor. Eleven of the thirteen rectal car- 
cinomas were verified by biopsy and 
five of these were punch biopsies made 
in the physician’s office. Eight of the 
recto-sigmoid carcinomas were found at 
sigmoidoscopy and had biopsies per- 
formed. Thus, nineteen of the forty pa- 
tients had their carcinomas directly 
visualized preoperatively. The tumors 
varied in size from 12 mm. in diameter 
in the smallest malignant rectal polyp 
to 18 cm. long and 6.5 cm. in diameter. 
The latter was one of the huge recto- 
sigmoid tumors inseparable from its 
lateral extensions. Three male patients 
refused operation when their carcino- 
mas were found, and two were dis- 
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charged after fulguration of rectal can- 
cers. The third man had a recto-sigmoid 
tumor which grew rapidly. This patient 
returned in five months for an anterior 
resection and anastomosis. At opera- 
tion metastases were found in the mes- 
enteric lymph glands. The tumor had 
become deeply ulcerated and _pericolic 
abscesses invaded the retroperitoneal 
space and left iliac region. 

Three female patients refused opera- 
fifteen months. At 
eventual operation only one was a suit- 


tion for three to 


able candidate for anterior resection 
and anastomosis for an infected recto- 
sigmoid carcinoma. One with a trans- 
verse colonic carcinoma was given a 
colo-colic lateral anastomosis between 
the ascending and descending colon 
and had extensive liver, omental and 
mesenteric metastases. The third had an 
obstructing carcinoma of the rectum 
with extensive metastases, and had a 
transverse colostomy made. This patient 
died eighteen months later with wide- 
spread metastases. Even ai the time of 
operation there were extensive lymph 
gland, liver, and omental metastases. In 
addition, X-ray findings were of dis- 
seminated pulmonary and _ vertebral 
metastases. 


The details of the various operative 
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Table V 


Operative Procedures for Specific Colonic and Rectal Carcinomas. 





Operation 
Transverse Colostomy | 
For Decompression § 
Transverse Colostomy | 
Permanent 
Cecostomy 
Colo-colostomy 
Colo-ileostomy 
lleo-ileostomy 
Resection (anterior) and Anastomosis 


Fulguration 


Refused Operation Until Obstructed 





Number of 


Tumor Site Patients 


(Rectosigmoid 2 
(Rectal i 
(Rectosigmoid | 
(Rectal 5 
Rectal | 
Transverse Colon | 
Cecal | 
Rectosigmoid | 
(Rectosigmoid 11 
(Rectal 5 
(Transverse Colon 3 
(Cecal | 
(Rectosigmoid | 
(Rectal 2 
(Rectosigmoid 2 
(Rectal 3 
(Transverse colon | 








procedures for individual lesions are 
listed in Table. V. 

Many of the patients were seen in 
late stages of tumor growth and had 
extensions to structures adjacent to the 
bowel and obvious metastases. The ex- 
tent of these changes is indicated in 


The complications encountered in the 
preoperative state, as well as post-oper- 
atively, required aid from various con- 
sultants. Six patients had a severe ileus, 
two had ascites in addition to extensive 
metastases, one had abscesses from per- 
forations through an ulcerating tumor, 
had 














Table VI. six severe genito-urinary com- 
Table VI 
Metastases and Tumor Invasion Noted at Operation 
Number of 

Metastases To: Tumor Site Patients 

|. Liver (Rectosigmoid 2 
(Rectum 

2. Lung Rectum 2 

3. Lymph glands (Rectosigmoid 8 
(Rectum 2 

4. Bone: Ribs and Vertebra (Rectum 2 

Left Ileum (Rectosigmoid 3 

Invasion of: 

|. Omentum (Transverse colon | 
(Rectosigmoid 4 

2. Urinary bladder (Rectosigmoid 2 
(Rectum 4 

3. Ileum Rectosigmoid 3 

4. Mesentery (Rectosigmoid 8 
(Cecum | 
(Transverse Colon | 
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plaints, and six had diverticulosis with 
variable degrees of diverticulitis. The 
latter proved especially confusing in a 
missionary 73 years of age. He had had 
amoebic dysentery 40 years before and 
had experienced numerous episodes of 
diarrhea while in the Philippines. He 
had had loose stools containing bloody 
mucus for the past 10 years but had 
lost no weight. The only change in ab- 
dominal sensation was a dull ache in 
the hypogastrium for one month. This 
man had survived Dengue fever, ma- 
laria, and a traumatic injury of the 
spine which had left both legs para- 
lyzed for the past twenty years. A tu- 
mor mass was readily demonstrable in 
the sigmoid colon on X-ray examina- 
tion. An anterior resection and colon 
anastomosis was performed, and in ad- 
dition a transverse colostomy. Subse- 
quently the latter was closed and the 
patient was discharged. 

Necropsy Studies There were four 
deaths in the hospitals from carcinoma 
of the colon and rectum in the two 
years surveyed. This represented 10 
per cent of the patients treated. There 
were three autopsies, and in each in- 
stance wide-spread metastases were 
found throughout the peritoneal cavity, 
in the suprarenal glands, in both kid- 
neys, in one instance, and in the right 
kidney only in another instance. There 
were metastatic tumor nodules in the 
spleen in two patients, and in addition 
a heavy tumor growth in the lymph 
glands of the gastro-splenic ligament. 
In one female patient with rectal carci- 
noma there were three tumor nodules 
in the myocardium of the right ventri- 
cle, one nodule in the endocardium of 
the right atrium, and chains of minute 
tumors along the course of the major 
cardiac coronary vessels. One of these 





patients had had no abdominal opera- 
tion and had come into the hospital in 
a terminal condition with bowel obstruc- 
tion. He had originally been treated for 
suspected left pulmonary primary neo- 
plasm. When examinations of sputum 
proved negative for tubercle bacilli, fun- 
gi, and neoplastic cells, a thoractomy 
was performed. Biopsy material secured 
at operation, and cell sediment from 
thoracentesis, were reported by the 
pathologist as containing metastatic 
adenocarcinoma. The patient then had 
an upper gastro-intestinal tract X-ray 
study which revealed nothing of im- 
portance. At autopsy a huge rectosig- 
moid carcinoma proved to be the pri- 
mary site. 

One patient who died during this 
period had an obstructing rectal carci- 
noma and extensive metastases. She had 
extensive metastases demonstrable by 
X-ray and a tumor readily accessible 
on proctoscopic examination. She had a 
palliative transverse colostomy _ per- 
formed and lived for fifteen months un- 
til she died of a terminal pneumonia. 
No autopsy was performed on this pa- 
tient. 

One death was in a woman who had 
had a pull-through operation in March 
of 1949 for a rectal carcinoma 18 mm. 
in diameter. There was only slight ad- 
herence to the cul-de-sac originally, al- 
though pathologically the tumor showed 
a high degree of invasion and numerous 
abnormal mitotic figures. The only 
complaint, until March of 1953, was ir- 
ritation of the urinary bladder and 
bearing-down sensation in the pelvis. 
Thereafter, however, pelvic tumor in- 
filtration compressed the sigmoid colon, 
making a transverse colostomy neces- 
sary. Subsequently urinary cystitis and 
an ascending urinary infection caused 
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more concern than the numerous tumor 
infiltrations and metastases. Eventually 
this patient died of uremia. At autopsy 
the left ureter was compressed to total 
occlusion by tumor masses surrounding 
it in its course through the bladder 
wall. Both kidneys were riddled with 
abscesses, and the renal pelves were 
filled with purulent debris. 

The fourth death was in a woman 67 
years of age who had a recto-sigmoid 
carcinoma with early obstructive symp- 
toms. At operation she had metastatic 
tumor nodules in the mesenteric lymph 
glands. This patient was convalescing 
splendidly but died suddenly on the 
sixth post-operative day from pulmo- 
nary embolism. The thrombus from 
which the embolus arose was found in 
the left calf muscles. This single vascu- 
lar tragedy is remarkable in a series 
of patient whose large pelvic veins 


were frequently encroached upon by 
edema and tumor growth and surround- 
ed by suppurative processes in the 
bowel, urinary bladder and operative 
site. 

The Surgical Pathology in Re- 
sected Tumors Pathologic studies car- 
ried out on surgical specimens included 
careful dissection of the tumor and 
bowel and all attached structures. There 
were only eight substantial pieces of 
mesentery available for extensive in- 
vestigation, and in six of these lymph 
glands filled with metastases were read- 
ily found. In these six the bowel wall 
showed extensive venous invasion. In 
twelve of thirty-four specimens venous 
invasion or tumor-thrombus formation 
was evident. (See Figure 1.) In two 
tumors with extensive invasion of the 
wall of the bowel (See Figure 2), even 
several small arteries were invaded at 





Fig. |. Illustrating at V tumor cells within a thrombus in a vein. Abundant masses 
of tumor cells appear in the surrounding tissue. 
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Fig. 2. Illustrating at A an extensive submucosal and muscular spread of carcinoma 
beneath intact mucosa. The section is of a region | cm. from the edge of a carci- 
noma. 


their peripheries and in a thrombus in 
their lumen (See Figure 3). These phe- 
nomena were studied in numerous prep- 
arations stained with hematoxylin and 
esosin, iron hematoxylin and Van Gie- 
sen elastic tissue stains, Mallory’s con- 
nective tissue stain and several Sudan 
preparations for fat. The finding of ex- 
tension of the tumor into the veins is 
regarded as especially significant as 
this must be a fertile source for the 
dissemination of tumor metastases. The 
frequent infection of such tumors, and 
their necrosis and bleeding, suggest am- 
ple opportunity for entrance of malig- 
nant cells into the circulation. This is 
regarded as the most rewarding obser- 
vation in the present study. 

Since major interest has usually cen- 
tered on lymph gland metastases from 
additional search 


bowel cancers, was 


made for them wherever possible. 


Trans-illumination was helpful in locat- 
ing two minute lymph glands with small 


metastases in one instance. This method 
was not applicable in the other thick 
and fatty mesenteries. In these, direct 
palpation of the larger involved glands 
was quite successful after the mesen- 
tery was cut from the bowel, soaked in 
hot water, and stretched on a _ cork 
board. 

Cuts through the mesentery at 3 
to 5 mm. intervals helped locate addi- 
tional lymph glands for study, after 
portions for the study of venous inva- 
sion were obtained. The lymph glands 
varied remarkably in size and spotty 
or skip metastases were noted. Assump- 
tion that a gland nearest the tumor is 
first involved by metastases and holds 
off further spread until this first gland 
filter is plugged seems invalid from the 
work of Grinnell.“ He demonstrated six 
of twelve lymph glands involved by sec- 
ondary carcinoma in an irregular pat- 
tern along the inferior mesenteric artery 
in the case of carcinoma of the anus. 
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Discussion [In attempting to fit a 
pathological study of colon and rectal 
carcinoma into the clinical framework 
of this entity several facts become ap- 
parent. Surgical attention has been 
alerted to the prevalence of this condi- 
tion, now estimated to constitute 10 
per cent of all carcinomas. With the 
employment of drugs and antibiotics to 
minimize bacterial contamination, effec- 
tive techniques have been devised to 
remove the tumor and effect bowel con- 
tinuity. The removal of the omentum, 
dissection of the mesentery with actual- 
ly or potentially involved lymph glands, 
and the ligation of blood vessels to ef- 
fect hemostasis, are accepted routines. 
Caution 
those who operate, to avoid undue ma- 


is urged periodically upon 
Ft i : | 


their 
lymphatic and venous drainage beds. 
Thus, Knox, in'® 1922, reported experi- 


nipulation of the tumors or 


mental vascular spread of a tumor by 
massage. This was in some respects a 
confirmation of the previous report to 
Tyzzer® on factors in the growth and 
spread of tumor metastases. That there 
is possibility of a massaging effect on 
the tumor by the passage of stool is 
apparent from study of all but the small- 
er polyps in the present group. Thirty 
of the forty tumors were annular. 
Twelve encircled the bowel entirely, and 
had a lumen from 4 mm. to 18 mm. in 
diameter at the widest part, which was 
Further 
was obvious or probable by overhang- 
ing papillary edges which, at the proxi- 


usually ulcerated. occlusion 





Fig. 3. Illustrating tumor cell invasion of arterial adventitia at A and of a mural 
thrombus at T. The sclerosis of the artery is advanced, 
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mal end, could be drawn into the lumen 
by the passage of stool. The marked 
thickening of the bowel wall, up to 22 
mm., by tumor, tumor bed reaction, and 
inflammation, splinted the bowel so the 
normal pre-peristaltic relaxation was 
impossible. As a consequence, the full 
thrust of peristalsis, augmented by the 
powerful accessory muscles of defeca- 
tion, was transmitted to the tumor. The 
traumatic effect of the bowel movement 
is frequently attested by blood in the 
stool. Furthermore, this effect is likely 
to be more severe in the distal part of 
the colon and rectum where harder 
stools, more obstruction, and more rap- 
idly spreading tumor growths occur. 
Experiments to determine the fate of 
tumor cells when injected into the blood 
stream have been recorded for more 
than half a century. Schmidt* pointed 
out the importance of thrombus forma- 
tion in providing a new connection be- 
tween intravascular tumor cells and the 
vessel wall. He showed that failure or 
even delay in this connection resulted 
in death of the transported cells in the 
pulmonary vessels in generalized carci- 
that 
growths are prevented. The work of 
Haaland in 1905* showed the inherent 


difficulty in producing mouse carcinoma 


nomatosis, so many secondary 


by the intravascular route. This type of 
work was expanded by Levin and Sit- 
tenfield’ who injected saline suspensions 
of a mouse tumor and 2 rat sarcomas 
into the jugular vein of mice. Puimo- 
nary tumor nodules were rarely seen 
on microscopic examination of the in- 
jected mice. A few showed fibrous 
changes with occasionally entrapped 
and altered tumor cells. It was found 
these tumor strains readily produced 
growths on subcutaneous innoculation, 
but had difficulty establishing them- 


selves by the intravascular path. 

The difficulty in obtaining tumor im- 
plants from experimental intravascular 
injections of cell suspensions has been 
repeatedly demonstrated. Unfortunately 
this restricted cell growth is not dupli- 
cated in the invasive tendencies of the 
colon and rectum. Thus, Dukes® in 1941 
reported venous propagation of carci- 
noma of the rectum, as shown by gross 
dissection of the hemorrhoidal veins. In 
539 surgically removed specimens he 
found venous invasion in 17.8%. His 
additional cases, bringing the series to 
828 in 1944, did not materially change 
the percentage of invasions found. 
Highly significant, however, is the addi- 
tional finding of a 50% incidence of 
liver metastases in twenty patients who 
died post-operatively and whose bodies 
were examined at autopsy. 

The histologic studies by Brown and 
Warren‘ correlated the incidence of vis- 
ceral metastases and venous invasion in 
170 bodies studied at autopsy. In all of 
these a carcinoma was present within 
15 cm. of the anus. A brief résumé of 
the findings serves to point out the im- 
portance of intravascular tumor growth. 
Thus, 70 of their 170 bodies had vis- 
ceral metastases and only one failed 
to show intravascular invasion, while 
24 (34%), showed no metastases in 
lymph nodes. Invasive growth into 
blood vessels occurred in 61% of the 
bodies, while visceral metastases oc- 
curred in 41%. One obvious conclusion 
these authors drew from their work 
was that the determination of vein in- 
vasion was the most efficient means of 
predicting visceral or bone metastases, 
and was superior to the determination 
of lymph gland metastases. 

The lowest incidence of venous in- 
vasion has been recorded by Coller,* 
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Kay, and MacIntyre. They found, re- 
spectively, 15% and 10% of vein in- 
vasion in rectal and colon carcinomas. 
Shortly thereafter Grinnell’ found a 
41% incidence of vein 
cleared surgical specimens of colon and 
rectum. An average of 20% of venous 


invasion in 


invasion, roughly midway between the 
low and high indicated above, was re- 
ported by Seefeld and Bargen.’® The 
relatively low incidence of venous tumor 
ingrowth was supplemented by the as- 
tonishing facts that 94% developed vis- 
ceral metastases and 80% subsequently 
died of recurrent or metastatic carci- 
noma. 


Sunderland" has made a comparative 
histologic study of 110 specimens of sig- 
moid and rectal carcinoma recently op- 
ated, with 100 from patients surviving 
five years or more. He found a high 
degree of correlation between Duke’s 
method of classification and Broder’s 
grouping, and vein invasion. Invasion 
of the veins by carcinoma of the sig- 
moid and rectum was found in 27.6% 
of the cases studied. The prognosis for 
patients whose cancers showed vein in- 
vasion was worse than for those whose 
cancers were non-invasive. This was 
true for cancers even within the same 
histological grade and in a similar 
Dukes classification. It was found that 
cancers of the lowest portion of the 
rectum have the propensity to most fre- 
quently invade the veins. Consequently, 
carcinomas in this location have the 
worst prognosis. The survival rate of 
patients whose cancers had metastasized 
to lymph nodes was 57.7% when vein 
invasion was not present. This rate was 
sharply reduced to 20% when veins 
were invaded. The final suggestion of- 
fered in this investigation is, therefore, 
that a search for venous invasion he 
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made in all tumors in the Dukes C cate- 
gory. 

Histologic methods have remained 
the most reliable for conclusive demon- 
stration of carcinoma identification and 
spread. Refinements in technique and 
supplementary procedures have served 
to more firmly entrench this method of 
study. Means of securing the specimens 
for examination have not always been 
adequate but current efforts are being 
made to overcome this handicap. One 
such recent endeavor was made by Bar- 
ringer’? and his group at the Mayo 
Clinic. They supplemented the histologi- 
cal classification of Broders’® and the 
clinical classification of Dukes'* with in- 
jection of a radiopaque solution (Bro- 
minol) into the mesenteric veins of op- 
erative specimens. They then took X-ray 
films to visualize venous narrowings 
and occlusions, which were present in 
51% of their forty-five specimens and 
in 38% were the site of tumor implants. 
The importance of elastic tissue stains is 
emphasized for accurate identification 
of veins. The addition of simultaneous 
studies of cells from direct smears of 
bowel cancers and cells within the mes- 
enteric venous blood is the current con- 
tribution of Fisher and Turnbull.'® They 
had the operator ligate the arteries and 
veins in the proximal and distal parts 
of the mesentery to be resected. Thus 
a column of blood was trapped between 
two ligatures and could be collected for 
study. Perfusion of the vessels with 
saline solution furnished additional ma- 
terial for smears and block prepara- 
tions. Direct smears from the surface 
of the tumor were used as means of 
identifying tumor cells. Tumor cells 
were found in the veins only in patients 
with carcinoma of the rectum and trans- 
verse colon. In the twenty-five speci- 
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mens examined 7, or 28%, had evi- 
dence of venous extension by _histo- 
pathologic study and 8, or 32%, showed 
such extension by cytologic methods. 
These authors feel that manipulation 
may play a part in producing tumor em- 
boli. 

Their finding of tumor cells within 
the mesenteric veins is a strong argu- 
ment for the use of preliminary venous 
ligation in the surgical treatment of ano- 
rectal carcinoma. 

The precautions necessary to avoid 
the spread of colon and rectal carci- 
noma are receiving belated emphasis. 


Cole,’® in a recent editorial, commented 
on the necessity for ligating the vessels 
to a tumor-bearing region before any 
manipulation of the tumor itself. He 
also advocated ligating the bowel above 
and below the tumor to minimize the 
spread of tumor cells to the suture line. 
He" cites a recurrence rate of 10% at 
the suture line in resections for carci- 
noma of the colon and rectum. A simi- 
lar percentage of recurrences is listed 
by Gallagher’® and his associates. The 
niceties of surgical skill are thus too 
often followed by recurrence and ex- 
tensive secondary tumor growths. 


Summary 


1. A correlation is made between 
the clinical and pathological aspects 
in forty patients with recently con- 
firmed carcinoma of the colon and 
rectum. 

2. The most distressing symp- 
toms were diarrhea and blood in 
the stool which brought about one- 
half of the patients to a physician. 
Signs of obstruction occurred in 
about 20% of patients. 

3. With the exception of four 
small polypoid lesions, two resected 
from the colon and two fulgurated 
in the rectum, the tumors were in 


an advanced stage. Ten patients had 
lymph gland metastases, ten had 
invasion of the mesentery, and five 
and six respectively had extension 
to the omentum and_ urinary 
bladder. 

4. Invasion of veins by tumor 
cells occurred in 34% of the speci- 
mens examined, and was found 
only in the rectal and_ recto- 
sigmoidal tumors. The delicate cell 
masses at times suggest easy detach- 
ment, and are a signal for caution 
in handling and removing bowel 
carcinomas, 


Bibliography 


1. a: Grinnell, R. S.; An Analysis of 49 cases 
of Squamous cell Carcinoma of the Anus. 
Surg. Gyn. & Obst. 98:25, 1954. 

b: Knox, L. C., Relationship of Massage to 
Metastasis in Malignant Tumors. Ann. Surg. 
75:129, 1922. 

2. Tyzzer, E. E.: Factors in the Production and 
Growth of Tumor Metastases. J. Med. Res., 
28:309, 1913. 

3. Schmidt, M. B., Die Verbreitungs wege der 
Karizinome und die Beziehung generalisierte 
Sarkome zu den leukaemischen neubildungen, 
Jena, G. Fisher, 1903. 

4. Haaland, M., Ueber 
heim Maeusekrebs vom Jensenschen 


Metastasen-bildung 
Typus. 


Deutsche Med. Wschr, 31:1239, 1905. 

5. Levin, |., and Sittenfield, M. J.: On the 
Mechanism of the Formation of Metastases in 
Malignant tumors, an Experimental Study. J. 
Exp. Med., 14:148, 1911. 

6. Dukes, C. E., and Bussey, H. J. R.: Venous 
spread in rectal cancer. Proc. Roy, Soc. Med. 
34:571, 1941. 

7. Brown, C. E., and Warren, S.: 
Metastasis from Rectal Carcinoma. 
Gynec., and Obst, 66:611, 1938. 

8. Coller, F. A.; Kay, E. B., and Macintyre, 
R. $.: Regional Lymphatic Metastasis of Carci- 
noma of the Rectum. Surgery 8:294, 1940. 

9. Grinnell, R. S.: The lymphatic and venous 


Visceral 
Surg., 


472 THE AMERICAN JOURNAL OF PROCTOLOGY 











spread of Carcinoma of the Rectum. Ann. Surg. 
116:200, 1942. 

10. Seefeld, P. H., and Bargen, J. A.: The 
Spread of Carcinoma of the Rectum: invasion 
of lymphatics, nerves and veins. Ann, Surg. 
118:76, 1943. 

11. Sunderland, D. A.: The Significance of 
Vein invasion of cancer of the Rectum and 
Sigmoid. A Microscopic Study of 210 cases. 
Cancer 2:429, 1949. 

12. Barringer, P. L., Dockerty, M. D., Barger, 
J. A., Waugh, J. M., and Bargen, J. A.: Car- 
cinoma of the Large Intestine. A New Approach 
to the Study of Venous Spread. Surg. Cynec., 
and Obst, 98:62, 1954. 

13. Broders, A. C.: The Grading of Carci- 
noma. Minn. Med. 8:726, 1925. 

14. Dukes, C. E.: Classification of Cancer of 


the Rectum. J. Path. and Bact. (London) 35:323, 
1932. 

15. Fisher, E. R., and Turnbull, R. B., Jr.: The 
Cytologic Demonstration and Significance of 
Tumor Cells in the Mesenteric Venous Blood in 
Patients with Colo-rectal Carcinoma. Surg., 
Gynec., and Obst, 100:102, 1955. 

16. Cole, W. H.: Precautions in the Spread 
of Carcinoma of the Colon and Rectum. Ann. 
Surg. 40:135, 1954. 

17. Cole, W. H.: Recurrence in Carcinoma of 
the Colon and Proximal Rectum following re- 
section for Carcinoma. Arch. Surg. 65:264, 1952. 

18. Gallagher, J. C., Dukes, E. C. and Bussey, 
H. J. H.: Local recurrence after Sphincter Sav- 
ing excision for Carcinoma of the rectum and 
recto-sigmoid, Brit. J. Surg. 39:199, 1951. 
8001 South Laflin Street 





Postgraduate Continuation Courses for Proctologists 





Title of Course Location of Course 











Proctoscopy and 
Sigmoidoscopy 


Proctology 


Proctoscopy and 
Sigmoidoscopy 


Proctology 


Proctoscopy and 
Sigmoidoscopy 


Clinical 
Proctology 


Proctology 
(Clinical and 
Cadaver) 


Proctology 





Cook County Gradu- 


ate School of Medi- 
cine, 707 S. Wood 
St., Chicago 12 


Cook County Gradu- 


ate School of Medi- 
cine, 707 S. Wood 
St., Chicago 12 

Cook County Gradu- 
ate School of Medi- 
cine, 707 S. Wood 
St., Chicago 12 


~ Cook County Gradu- 


ate School of Medi- 
cine, 707 S. Wood 
St., Chicago 12 

Cook County Gradu- 
ate School of Medi- 
cine, 707 S. Wood 
St., Chicago 12 


New York Polyclinic 
Medical School and 
Hospital, 345 W. 50th 
St., New York 19 


New York Polyclinic 
Medical School and 
Hospital, 345 W. 50th 
St., New York 19 


~ The University of Texas 


Post-graduate School 
of Medicine, Temple 
Division Scott and 
White (Clinic) Hos- 
pitals, Temple, Texas 
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Fee In 

Methods of Instruction Starting Date Dollars 
Clinical Case Work 1/3/56 50 
Operative Surgery 3 hr. weekly for 

3 wk. Tuesdays 
Laboratory Work 1/25/56 100 
Clinical Case Work 2 hr. weekly for 

5 wk. Wednesdays 

Clinical Case Work 2/7/56 50 
Operative Surgery 3 hr. weekly for 

3 wk. Tuesdays 
Laboratory Work 3/7/56 100 
Clinical Case Work 2 hr. weekly for 

5 wk. Wednesdays 

Clinical Case Work 3/13/56 50 
Operative Surgery 3 hr. weekly for 

3 wk. Tuesdays 
Laboratory Work Arranged is: 
Clinical Case Work Specially arranged 
Laboratory Work Arranged — 175 
Clinical Case Work Specially arranged 

for 6 wk. 
Small group discussion Arranged — 25 
Demonstration Specially arranged 
for 2 wk 
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Anesthesia 


in Carcinoma 


of the Colon* 


Anesthesia in surgery for carcinoma 
of the colon has the same requisites as 
for any other abdominal surgery. No 
agent or technique can be considered 
ideal. The skill of the anesthetist and 
the condition of the patient must be 
considered. Is _ the 
ficient in the use of all agents and tech- 
To demand the use of a spe- 


anesthetist pro- 
niques? 
cific agent or technique unfamiliar to 
the anesthetist may prove detrimental. 

A well-prepared patient, not an emer- 
gency, with no distention, in the 
younger age group, presents less prob- 
lems than an emergency with obstruc- 
tion and distention in the 
group, without an opportunity to be 


A patient in the same 


Same age 


well-prepared. 
condition but in the older age group 
may be a challenge to even the skilled 
anesthesiologist. 

The 
younger age group, in general, needs 
the benefits of good anesthesia common 


well-prepared patient in the 


to all abdominal procedures; namely: 
1—maintenance of adequate oxygena- 
carbon dioxide elimination 


tion and 


obtained by an efficient airway and a 


LEONARD F. KOWALSKI, M.D.* 

MAX S. SADOVE, M.D.** 

Chicago, Illinois 

good exchange; 2—suflicient blood re- 

placement and maintenance of fluid bal- 

ance; 3—quiet operative field with ex- 

cellent relaxation, so that the surgeon 

may complete his task in the shortest 
time possible. 

This type of patient may be induced 
rapidly, as with sodium pentothal or 
cyclopropane-oxygen, or slowly, as -with 
nitrous oxide-oxygen-ether, or ethylene- 
oxygen-ether, never allowing the con- 
centration of oxygen to go below twenty 
Should one of the latter tech- 
niques be chosen, heavier premedica- 


percent. 


tion is suggested, but it should never 
be heavy enough to depress respiration 
or circulation. 

Either nitrous oxide-oxygen-demerol 
or nitrous oxide-oxygen-pentothal, with 
a voluntary muscle relaxant like curare 
or the curare-like preparations, or 
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tology, March 23-26, 1955, N. Y., N. Y. 
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succinylcholine can be used where 
cautery or other sparking equipment is 
being utilized. It may be well to keep 
in mind the fact that narcotics like 
demerol (Meperidine Hydrochloride). 
which are respiratory depressants, can 
be antidoted by Nalline (N-Allylmorphi- 
none), whereas the barbiturates do not 
enjoy such reversibility of action. 
Consequently, the nitrous oxide-oxygen- 
demerol technique may be preferred by 
With the use of curare and the 


curare-like preparations, as well as with 


some. 


succinylcholine, it must be remembered 
that these are respiratory depressants, 
and an adequate respiratory exchange 
must be maintained at all times with 
good ventilation. Complete knowledge 
of and adequate means for resuscitation 
must be on hand whenever the curare- 
like preparations are used. 

Regional techniques like the single- 
dose spinal or the continuous type of 
spinal anesthesia can be rendered; the 
continuous type of spinal anesthesia 
probably having the advantage of 
greater flexibility regarding duration of 
anesthesia in prolonged procedures. 
Fractional doses of the anesthetic agent 
can be administered repeatedly over a 
longer period of time. 

A patient in the younger age group 
brought into the hospital as an emerg- 
ency with a bowel obstruction, disten- 
tion and vomiting, presents a more 
complicated problem to the  anes- 
thesiologist. He may display symptoms 
and signs of shock. His fluid and elec- 
trolyte balance may be upset. He may 
be in a state of hypovolemia. With 
marked abdominal distention his res- 
piration and circulation may be further 
embarrassed. 

Such a patient most probably would 


be taken to the operating room for de- 
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compression rather than for definite 
An attempt should first be 
made to improve the shock, with fluids 
and this 
plished through a large bore needle (16 


surgery. 


electrolytes, being accom- 
or 15 gauge), should the need arise 
later for forcing fluid or blood. 

Premedication, as the narcotics or 
barbiturates, should be given sparingly 
if at all, because of the depressing ef- 
fect they have on circulation and _res- 
piration. 

Decompression can be accomplished 
satisfactorily under local infiltration of 
the layers of the abdomen or by an ab- 
field block. Should general 
anesthesia be decided upon, do not take 
lightly the fact that your patient had 

Do not forget that his 
due, in 


dominal 


been vomiting. 


distention is part, to bowel 
content, and once he is asleep and re- 
laxed, or through manipulation of 
bowel, he may regurgitate and aspirate. 
The Levine tube in these patients is a 
false sense of security because most of 
We 


strongly urge that in such patients an 


the time it is not functioning. 


endotracheal intubation with a cuffed 
tube be done under topical anesthesia. 
and then the patient be put to sleep. 

The choice of agent then depends 
upon the skill of the anesthetist, and 
here again a word of warning should be 
sounded regarding the use of the bar- 
biturates. 

Spinal anesthesia, unless administered 
in expert hands, is very dangerous. In 
general, we feel that spinal anesthesia 
should not be rendered a patient in 
hypovolemia or compensated shock. 

In a patient in the older age group 
the margin of safety with any of the 
anesthetic techniques is considerably 
less than in the younger age group; 
consequently, skillful management is 
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important. 
is brittle, and he is less able to with- 
Most 
of these patients are in a state of hypo- 


His cardiovascular system 
stand changes in blood pressure. 


volemia; and coupled with the brittle- 
ness of their cardiovascular system, ad- 
ministration of blood and fluids be- 
comes a point of vital importance. Their 


senile emphysema and limitation of 


their thoracic cage presents a problem 


in respiratory physiology with ade- 
quate oxygenation and thorough carbon 
dioxide elimination. 

To recommend a single technique or 
anesthetic agent in the aged would be 
futile. 
cal judgment and skillful administration 


of anesthesia. 


Such patients need good medi- 


Summary 


Anesthesia in surgery for carci- 
noma of the colon must meet all 
the requirements of abdominal 
surgery. Uncomplicated cases pre- 
sent less problems. Complicated 
cases need more attention and the 
management of a skilled anesthesi- 
ologist. The requisites of good anes- 


thesia and maintenance of the pa- 
tient’s homeostasis is imperative. 
As the patient reaches the older age 
group, the margin of safety of all 
agents and techniques diminishes, 
and the need for more skilful man- 
agement becomes imperative. 
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Carcinoma 


of the 


Left Colon 


Symptoms, Diagnosis and Treatment 


Carcinoma of the left colon is often 
insidious in its onset. It usually pro- 
duces a ring-like lesion, and if allowed 
to progress causes an obstructing lesion 
late in the disease. The colon is prone 
to many types of surgical lesions. The 
choice of operation is determined by 
the magnitude of pathology, the age 
and preoperative condition of the pa- 
tient, and the surgeon’s experience with 
a particular procedure. 

Symptoms The early symptoms of 
carcinoma of the left colon are often 
mild forms of bowel irregularity. If a 
patient’s history discloses a change 
from a previously regular bowel habit, 
with or without abdominal pain, or 
with pain on defecation, the possibility 
of a neoplasm of the left side of the 
colon should always be considered. Oc- 
casionally there will be no complaint 
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of increasing constipation per se, but 
the patient will often emphasize such 
difficulties as the accumulation of ex- 
cessive gas, relieved only by cathartics 
or enemas, or a great deal of post- 
prandial distress, which may appear to 
him to be excessive abdominal bloat- 
ing. 

Other accompanying factors of carci- 
noma of the left colon are weight loss 
and excessive fatigue, and otherwise 
unexplained urinary frequency which 
may result from a primary tumor of the 
left colon or from its metastasis. Active 
bleeding from the colon, of varying de- 
gree, is always suggestive of a neoplasm 
of the left colon. 

In contrast to these changes there 
are the complaints of episodes of diar- 
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rhea. Although these symptoms are not 
specific for carcinoma of the left colon, 
they are frequently associated with neo- 
plasms. 

A symptom of a lesion in the left 
half of the colon is recurrent and some- 
times severe back pain, owing to prox- 
imity of the colon to the posterior peri- 
toneum and lumbosacral spine. Al- 
though hemorrhoids are not necessarily 
associated with carcinoma of the left 
colon, their presence should call the 
clinician’s attention to a possible higher 
lesion. These symptoms are sometimes 
evanescent. Moreover, latent bowel le- 
sions will often be detected in a com- 
plete routine physical check-up of a 
patient presenting no bowel symptoms. 

Diagnosis of carcinoma of the left 
colon is based upon: 

1. History 

. Clinical Symptoms 

. Physical Examination 

. Digital Rectal Examination 

. Laboratory Studies 

. Roentgenographic Examination, 

including 
a. Flat (scout film) of Abdomen 
b. Barium and Contrast Enemas 
7. Proctosigmoidoscopic Examination 

Carcinoma of the left colon must al- 
ways be suspected in a patient with a 
mass in the left abdomen. Although this 
may be somewhat deceptive, since fecal 
material may simulate an organic le- 
sion, a persistent firm mass should turn 
the attention of the investigator in this 
direction. 

Detection of blood in the stool, either 
by the patient or the doctor, should sug- 
gest a tumor. Bright red bleeding, when 
grossly visible, most frequently char- 
acterizes left side bleeding. Although 
not specific, a moderately positive 
guaiac or benzidine stool is signifi- 


cant. However, a three to four plus 
blood in the stool is more sugges- 
tive of an ulcerating lesion in the left 
colon. In the absence of meat or meat 
extracts in the diet, the presence of a 
mere trace of blood in the stools should 
necessitate further investigation. 

Fully 50 to 75 per cent of carcinomas 
involving the rectum can be felt with 
the examining finger. Not too many 
years ago this simple procedure was too 
infrequently used. Fortunately, constant 
education has taught us to do a digital 
rectal examination early and frequently, 
and as an integral part of the general 
physical examination on all adults. 

Visualization of the colonic tumor, 
indirectly by barium and air contrast 
enemas, or directly through the sig- 
moidoscope, is desirable. Inaccessibility 
of the tortuous sigmoid often leaves the 
radiologist uncertain as to shadows and 
narrowed portions of the sigmoid. Un- 
fortunately, this area is frequently above 
the sigmoidoscope and taxes the in- 
genuity of the clinician to properly in- 
terpret the significance of the changes. 

Although the lesion is visible through 
the sigmoidoscope and appears malig- 
nant, a biopsy should be obtained to 
establish the grade and type of tumor. 
Cytologic studies carried out at several 
institutions, have proved of great assist- 
ance in revealing a strong percentage 
of positive cases, even when roentgeno- 
graphic findings were negative or doubt- 
ful. 

Often, after extensive clinical and 
laboratory studies, a reasonable doubt 
remains as to the probability of a neo- 
plasm in the descending or sigmoid 
colon. After careful review of the find- 
ings, and convinced that many indefi- 
nite signs persist regarding pathology 
in the left colon, we have found it neces- 
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sary to perform exploratory laparotomy 
to clarify the existing disease process, 
especially when diverticulitis is present 
or suspected. Although this is a rather 
infrequent necessity, the authors do not 
hesitate to use this adjunct when rea- 
sonable clinical judgment so dictates. 

Differential Diagnosis In differen- 
tiating a malignancy from other condi- 
tions of the left colon, we have found 
diverticulitis to be the most challenging. 
During the past three months we have 
observed four clinical cases in which, 
after numerous roentgenographic exam- 
inations and air contrast enemas, doubt 
remained as to the true nature of the 
disease. Two of these proved to be 
with widespread 
metastases to the liver. Honest review 
of these cases point up little other than 
the inherent difficulty in obtaining a 
clear-cut diagnosis of disease of the left 
colon. 


malignancies, one 


Differentiating polyps from malignan- 
cies is important only inasmuch as the 
degree of surgery must be determined, 
since polyps are also pre-malignant le- 
sions. Diagnosis is made by roentgeno- 
graphic and proctosigmoidoscopic ex- 
amination. 

In those patients presenting symp- 
toms of diarrhea, differential diagnosis 
is necessary to separate these symptoms 
from those of chronic ulcerative colitis, 
amoebic colitis, regional ileitis, tuber- 
culous enteritis, typhoid fever, and 
other infectious diseases of the gastro- 
intestinal tract. Finding the specific or- 
reproducing the classic 
roentgenographic or 
scopic picture, will quickly separate 
these entities. In our experience lympho- 
granuloma venereum has been an occa- 
sional problem. Granulomatous tissue 
with ulceration, is often deceptive to the 


ganism, or 
proctosigmoido- 
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naked eye. Biopsies, skin tests and the 
presence of multiple perianal fistulae, 
help in differentiating this disease from 
malignancy. 

Extrinsic 
duce a narrowed lumen, but in contrast 
to intrinsic tumors of the colon the out- 
line of the defeci is usually smooth and 
often more extensive, with displacement 
of the entire left colon. In an extrinsic 
defect the mucosal pattern is relatively 
untouched. 

Volvulus, intussusception, and symp- 
toms resulting from foreign bodies in 
the colon, are usually sudden in their 
onset, and volvulus and intussusception 
are often characterized by severe vascu- 
lar collapse. Roentgenographic findings 
here are of great help. Foreign bodies 
are more frequently encountered in the 
very young or those mentally disturbed. 
Surveying the personality often antici- 
pates the roentgenographic findings. 

Finally, in the aged patient one must 
be cautious of the possibility of fecal 
impaction simulating a neoplasm. Re- 
duced bowel tone may lead to rather 
startling fecal inspissation and closely 
simulate a tumor. Careful scrutiny of 
the aged and invalided patient will 
prevent much unnecessary surgery. 

Treatment The surgical treatment 
of carcinoma of the left colon can be 
divided into (1) palliative procedures, 
usually confined to decompressive pro- 
cedures for obstruction, such as cecos- 
tomy, transverse, descending, or sig- 
moid colostomies, and (2) radical pro- 
cedures. 

Cancerous lesions in the transverse 
colon are best treated by wide resec- 
tion and end-to-end or lateral anasto- 
mosis. In extremely sick patients, exte- 
riorization of the loop in a Mikulicz 
fashion is sometimes advisable. 


colonic tumors may pro- 
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of the left half of the 
colon usually originates close to the 


Carcinoma 


mesenteric border and spreads laterally. 
diminishing the size of the lumen and 
producing chronic, subacute or even 
acute obstruction. Cecostomy is fre- 
quently the preliminary procedure of 
choice, especially when a rather sudden 
obstruction occurs, and the cecum is 
greatly distended to the point of rup- 
ture. 

Through a McBurney incision the ce- 
cum can be immediately decompressed, 
whereby the patient is given relief from 
distention. Later, when the patient is in 
better condition, and the lesion located 
by roentgenographic or proctosig- 
moidoscopic examination, removal of 
the lesion can be accomplished by an- 
terior primary resection, if the lesion is 
not below the peritoneal reflection, or 
if below, by combined abdominoperin- 
eal resection. In either event a wide re- 
section must be performed up to the 
transverse colon, so that a large amount 
of mesentery can be removed. 

Cole’ ligates the vessels supplying the 
segment to be resected prior to any 
manipulation of the tumor incident to 
its resection. He states that this proce- 
dure tends to minimize the danger of 
breaking off tiny pieces from local 
malignant areas involving the veins, 
and prevents expulsion of these tiny 
pieces as emboli into the liver and other 
organs. The senior author employs this 
procedure and concurs with Cole when 
he states that evidence exists regarding 
venous invasion. 

The senior author usually ligates the 
inferior mesenteric artery close to its 
junction with the aorta, and removes 
the entire left half of the colon, as de- 
scribed by Rosi,” when performing com- 
bined 


abdominoperineal __ resections, 


since more five year survivals will re- 
sult. The transverse colon serves well 
as a colostomy. Results of the anterior 
resection, in the senior author’s experi- 
ence, have not been as good as com- 
abdominoperineal __ resections, 
since he has seen more recurrences of 


bined 


the lesion with the anterior resection. 

Transverse colostomy can be done in 
partially obstructed cases. The surgeon 
can explore for the lesion with this 
procedure when he cannot with a cecos- 
tomy, but operative trauma is greater 
and should not be done in the extreme- 
ly ill patient suffering from acute ob- 
struction. 

The senior author does not allow liver 
metastasis to deter him from resecting 
a lesion of the colon which is resectable. 
Death 
painful and agonizing, while death from 
cancer of the liver is usually painless 


from intestinal cancer is very 


and accompanied by weakness and as 
thenia. When the primary lesion is re- 
moved, the secondary metastasis in ihe 
liver may often remain quiescer! [fo 
considerable length of time.  [f 
tary metastatic modules are 
the left lobe of the liver, 
justified in removing thei 
questionable. 

The Mikulicz procedur 
ly stated, may still ‘1a 
cnulti- 


debilitated poor risk patient will 


ple liver and mesenteii: astases. 
This procedure may be toleiated when 
a more radical procedure would not, 
and still rid the patient of his primary 
lesion and its toxic absorption. 

Polyps may be divided into two ma- 
jor types: (1) adenomatous polyps, 
which are frequently pedunculated and 
the most common; their malignant po- 
tentialities are less than the papillary 


type, and (2) papillary adenomas, 
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which usually have a sessile base and 
may involve a larger area in the bowel 
wall. This type has a higher incidence 


of local recurrence and malignant 
change. 

Treatment of polyps is usually local 
polypectomy for the pedunculated type, 
and segmental resection for those polyps 
with a broad base and when malignancy 
is suspected. 

Foreign bodies swallowed, pass 
through the intestine without event in 


the majority of cases. They may, how- 


ever, be introduced through the rectum 


inadvertently or as a means of or result 


of perversion. The author* previously 
reported a foreign body (case knife) 
in the sigmoid, which had ascended 
from the rectum. It was removed by 
laparotomy and extraction through the 
rectum without opening the bowel. For- 
eign bodies causing symptoms of intes- 
tinal obstruction usually require ab- 
dominal exploration. Surgical treatment 
depends on circumstances surrounding 
the individual case. 


Conclusions 


In the diagnosis of carcinoma of 
the left colon, history, roentgeno- 
graphic studies including judicious 
use of barium and contrast enemas, 
physical, digital rectal and procto- 
sigmoidoscopic examinations, and 
laboratory analyses are valuable 
aids. 

Nevertheless, some benign lesions 
of the colon, particularly diverticu- 
litis, are symptomatic of carcinoma 
of the colon and are often differ- 
entiated only by exploratory 
laparotomy and/or in the patho- 
logical laboratory. 


The surgeon is frequently re- 
stricted to a palliative procedure in 
the surgical treatment of colonic 
obstruction, when definitive sur- 
gery cannot be accomplished. In 
cancerous lesions in the transverse 
colon, exteriorization in the Miku- 
licz fashion is sometimes advisable 
in the extremely sick patient with 
liver and mesenteric metastases. 

In the opinion of the authors 
radical abdominoperineal resection 
is the operation of choice in most 
instances, and offers the longest 
five year survival rate. 
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Carcinoma of Colon 


With or Without Symptoms 


H. A. MONAT, A.B., M.D., F.A.C.P., F.A.C.G.* 


In spite of all the clinical advances 
made and the excellent medical train- 
ing received by modern doctors, we, in 
the field of proctology and gastroen- 
terology, see cancers of the colon four 
to twelve months after definite symp- 
toms have established themselves. These 
patients frequently have already been 
under medical care. 

When we speak of cancer of the 
colon without symptoms, it is only in 
its relative sense. If one analyzes these 
cases minutely, they all have had some 
symptoms prior to the discovery of can- 
cer. We hate to appear repetitious or 
sententious, but certain points about 
cancer of the colon should constantly 
be kept in mind by all doctors, viz: 


1. Cancer of the colon constitute 10% 
of all malignant tumors seen 


2. It is more common in males than 
females in proportion of 114-1 

3. 75% of cancer of the colon occurs 
in sigmoid and _rectosigmoid— 
50% of these within reach of touch 
and within 10” of proctoscopic 
examination 

4. 80% of the cancer of the colon 
occurs between ages 40-70 


wn 


. Any polyps found in the colon 
should be looked upon with sus- 
picion 


Washington, D.C. 


6. Any habits 
should be investigated minutely as 


changes in bowel 
this symptom is the most impor- 


tant deviation in cancer of the 
colon 

. Any rectal blood should not be 
ascribed to hemorrhoids only! 
Early symptoms produced by the ma- 

lignant growth are very vague. Pa- 

tient may complain of suddenly becom- 


ing either constipated or having diar- 


~ 


rhea, or alternating constipation with 
diarrhea. The cancer of the left colon 
usually causes constipation and, as it 
progresses, its toxins and degeneration 
The 
right colon usually causes diarrhea. 
Let 
us emphasize that at this point of the 
history, the patient’s stool should be 
studied serially for occult blood on a 
meat-free diet. 


cause diarrhea. cancer of the 


There may be mild colicky pain. 


Anemia, progressive in type, is more 
prevalent in cancer of the right side 
of the colon. 


Presented at the Seventh Annual Teaching 
Seminar of the International Academy of Proc- 
tology, March 23-26, 1955, N. Y., N.Y. 
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With the growth of the malignancy 
all of the symptoms mentioned so far 
become more exaggerated, with the pa- 
tient losing weight. Blood mixed with 
mucus or stools streaked with mucus 
begin to appear. The abdominal colics 
become exaggerated. As the obstruc- 
tion progresses the patient may give a 
history of laxative habituation. 

When the growth encroaches on the 
nerve endings, especially the sacral 
plexus, patients begin to complain of 
backaches and thighaches. This is a 
serious symptom; it denotes extensive 
involvement of adjoining structures. 

Following are our suggestions to 
diminish the number of far-advanced 
and metastasized tumors of the colon: 

1. Investigate seriously any com- 
plaint of change in bowel habit. 
Make patient report at frequent 
intervals if conclusions are not 

definite. 

2. Stool studies for occult blood, one 
daily for 5 days on meat-free diet. 


3. Sigmoidoscopic examination un- 


der ideal condition. The “ideal” 
condition consisting of: 
a. sedation of the patient 
b. an antispasmodic drug prior to 
proctoscopic examination 
c. good light on proctoscopy 
d. clean rectal field, meaning re- 
peated warm water enema in 
sitting position until the water 
in basin is clean prior to the 
examination. 
4. Proper Roentgenology 
Procedure A: Barium by mouth 
to see the caecal cap and pro- 
gression of barium through the 
entire colon 
Procedure B: Barium 
enema in AP and oblique posi- 
acid in 


contrast 


using tannic 


preparation of the suspension 


tions, 


Conclusion 


Let us state that to miss cancer 
of the colon in the early stages is 
due, in the majority of the cases, to 
listening inadequately to patient’s 
complaints. 
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"Mr. King’ you're not cooperating." 
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AND LEARN HOW TO GET YOUR PATIENT TO COOPERATE! 
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April 23, 24, 25 and 26, 1956 
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Proctology 


and the 


General Practitioner 


Ambulatory (office) proctology is not 
synonymous with the injection treatment 
of hemorrhoids. If the proctologist’s 
office is well equipped, with operating 
table, sterilizers, complete surgical in- 
strument sets, appropriate anesthetic 
apparatus, and adequate assistants, that 
office is actually an operating room. Un- 
der such circumstances the physician 
may perform an extensive hemorrhoi- 
dectomy, fistulectomy, or other proc- 
tologic procedure (with the exception of 
complete excision of malignant tumors) , 
and permit the patient to leave the office, 
often to drive his own car home. 

As far back as 1942 Hirschman 
(Synopsis of Anorectal Diseases, second 
edition, Mosby) states, “the majority 
of the diseases effecting the anorectal 
region are entirely amenable to surgi- 
cal treatment under regional anesthesia. 
The development of the technique of 
local and caudal anesthesia has _pro- 
gressed to such a stage that it is safe to 
assert that the vast majority of all dis- 
eases in this region requiring surgical 
treatment can be much more satisfac- 
torily treated under local or caudal 
analgesia as the case may be, than un- 
der inhalation anesthesia. 
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ALFRED J. CANTOR, M.D.* 
Flushing, New York 


“The amount and extent of procto- 
logic surgery performed by any one in- 
dividual in office practice is necessarily 
limited by the ability and equipment 
of the individual. For economic, psy- 
chic, or other good reasons, it may be 
necessary to perform certain surgical 
procedures in one’s office, and allow the 
patient to be taken home afterward.” 

One of the most important considera- 
tions in medicine is the economic fac- 
tor. Hospitalization is expensive. Am- 
bulatory techniques spare the patient 
the necessity for this additional ex- 
penditure. Those patients who cannot 
afford to leave their work for the usual 
one or two week period required by 
routine hospital methods may thus avoid 
loss of income. 

The techniques of ambulatory surgery 
are not basically different from those 
described in standard textbooks for 
hospital use. The only important dif- 
ferences are first, the patient’s comfort 
is a primary consideration, (single punc- 
ture caudal anesthesia, oil soluble anes- 


*Consulting Proctologist, Jersey City Medical 
Center. 

Presented at the Seventh Annual Teaching 
Seminar of the International Academy of Proc- 
tology, March 23-26, 1955, N. Y., N. Y. 
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thesia for post-operative comfort, music 
during surgery, etc.) and—second, the 
patient is spared the fear and expense 
of hospitalization. The average general 
practitioner who is sufficiently interested 
in the proctologic needs of his patients 
to carefully study a text on the subject. 
and who will spend a few months in a 
proctologic clinic, will have no difficulty 
with the procedures to be described un- 
der the heading, “Medical Proctology.” 





Medical Proctology 


a. Routine anoscopy, proctoscopy, and 
sigmoidoscopy. 

.Pediatric proctology. 

Pruritus ani (early). 

Early fissures. 

Injection treatment of hemorrhoids. 
The various diarrheal diseases, including 
bacillary and amebic dysentery, 
ulcerative colitis ,etc. 

. Constipation. 

. The venereal diseases. 

Intestinal parasites. 

Diverticulosis and diverticulitis. 
Coccygodynia. 

Proctalgia fugax. 

m. Psychosomatic proctology. 


>oan0e 


ree =e le 


Surgical Proctology 


. Advanced pruritus ani. 

. Cryptitis and papillitis. 
Perianal and perirectal infections, 
abscesses, etc. 

d. Fistulas. 

e. Anal ulcer. 

f. Hemorrhoids. 

g. Prolapse and procidentia. 
h 

| 

k 

| 

m 


oo 


(@) 


Benign tumors. 
. Pilonidal cyst. 
. Stricture and stenosis. 
. Anal incompetence. 
. Foreign bodies and recital trauma. 











The general practitioner who is surgi- 
cally inclined, who follows the same 
course of study, and who provides him- 
self with a well equipped and well 
staffed office, should have little difficulty 
with routine proctologic surgery. Cer- 
tainly the general surgeon could readily 


adapt the techniques of early ambula- 
tion that he now applies in his general 
surgical hospital practice to the office 
practice of ambulatory proctology. The 
adaptation of these techniques leads at 
once to the office concept of immediate 
ambulation as contrasted with early am- 
bulation. 

Standard textbooks will be required 
for those who desire a fuller considera- 
tion of these problems. 

Before proceeding with a specific dis- 
cussion of the relationship of proc- 
tology to the General Practitioner, a 
brief glance at the scope of Ambulatory 
Proctology would be of interest (see 
outline). 

The Specific Role of The General 
practitioner 
plays a key role in proctology. He is 
usually the first to see the patient with 
a rectal or colon complaint. Thus, he 
must be alert to either diagnose and 
treat the source of the patient’s diffi- 
culty, or to suspect, and refer the prob- 
lem patient. As I have already indi- 
cated, the majority of proctologic dis- 
ease problems can be diagnosed and 
treated by the alert, well equipped, in- 
formed and trained general practitioner. 

The importance of routine examina- 
tion of the anus, rectum and sigmoid 
bowel is indicated by the fact that of 
carcinomas of the gastro-intestinal tract 
(In the United States) carcinoma of 
the large bowel is second in frequency 
only to carcinoma of the stomach. Ap- 
proximately seventy-five percent of 
colon carcinoma is found in the sig- 
moid, rectosigmoid and rectum. 
the most important 


Practitioner The general 


Inasmuch as 
single etiologic factor in carcinoma of 
the large bowel is the polyp, the impor- 
tance of careful sigmoidoscopy is still 
further emphasized. Every physical 
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examination should include a routine 
anoscopy, proctoscopy and sigmoido- 
scopy. The technique is easily learned 
by the general practitioner, and the 
equipment is not expensive. 

Most carcinomas of the rectum are 
within reach of the examining finger. 
If the general practitioner can be taught 
to do a simple digital rectal examination 
as part of his routine physical examina- 
tion, most carcinomas of the rectum 
would be detected (or suspected) by the 
general practitioner without any addi- 
tional instrumentation. If the general 
practitioner were to add sigmoidoscopy 
to his routine physical examination, he 
would find most pre-malignant disease 
of the lower bowel,—polyps. He would, 
of course, also find the fully developed 
carcinoma in that region, 

Inasmuch as the general practitioner 
is the first physician to see the patient 
with bowel complaints, early diagnosis 
of carcinoma of the lower bowel is en- 
tirely his responsibility. It is, therefore, 
our responsibility as proctologists to 
teach these facts to the general prac- 
titioner, and to teach him the proper 
technique of anorectal and colon exami- 
nation. As you know, that is a major 
function and objective of the Inter- 
national Academy of Proctology. 

If the general practitioner is not pre- 
pared by training, experience, or office 
equipment, to do a sigmoidoscopy as 
part of his routine physical examination, 
he should refer every patient, without 
exception, to the proctologist for such 
study. This is essential whether or not 
the patient has symptoms. We must 
remember that carcinoma of the colon 
may be entirely without symptoms in 
the early stages, and sometimes in the 
later stages. The symptom-free patient, 
with no change in bowel habit, no bleed- 
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ing and no weight loss, yet with ad- 
vanced carcinoma of the lower bowel, is 
unfortunately not uncommon in any 
active proctologic practice. 

The general practitioner shou!d there- 
fore suspect and refer— 

1. If his own examination is incom- 

plete. 

2. If his equipment is inadequate. 

3. If his patient with colon symp- 
toms does not respond to simple 
treatment, after apparently thor- 
ough examination at his own 
hands. 

4. If the general practitioner does 
not wish to burden himself with 
specialized diagnostic equipment 
for examination or treatment of 
the proctologic problem patient. 

I have used the term “suspect” ad- 
visedly. There should be two types of 
suspicion,—statistical suspicion and 
clinical suspicion. The tremendously 
high percentage of carcinoma of the 
colon, coupled with the fact that most 
pre-malignant colon lesions such as 
polyps are readily diagnosed by sig- 
moidoscopy, casts statistical suspicion 
upon every patient who walks into the 
general practitioner’s office,—whether 
or not he has had symptoms. Clinical 
suspicion, of course, falls upon any pa- 
tient with rectal bleeding, discharge, 
change in bowel habit, or any other 
symptom referable to colon, rectum or 
anus. If the general practitioner will 
go away from this meeting with the 
realization that his physical examination 
is fundamentally incomplete without a 
sigmoidoscopy, he will, from that point 
on, be a better physician. There will 
be less chance that his patients will come 
to ultimate surgery with malignancy too 
far advanced for anything but pallia- 
tion, 
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Thus, we may list the pitfalls of the 
general practitioner’s approach as fol- 
lows: 

1. Incomplete equipment. 

2. Incomplete examination. 

3. Failure to suspect—statistically or 

clinically. 

4. Failure to refer. 


Illustrative Cases Histories 

Incomplete Examination A fifty-year- 
old female patient had presented her- 
self to her family physician for rectal 
bleeding six years before consultation 
at this office. At that time a hemor- 
rhoidectomy was _ performed. The 
bleeding continued, despite surgery, 
and she consulted eight subsequent phy- 
sicians, three of whom were general 
surgeons and one a surgeon of note. 
Each of these physicians reassured her 
that her condition was due to “hem- 
orrhoids”, and advised injection treat- 
ment. 

Examination was never complete, the 
patient being very uncooperative. Thus, 
the sigmoidoscope had never been past 
the five inch level. 

A barium colon enema had _ been 
performed and was reported negative. 
Her various diagnoses included, in ad- 
dition to hemmorrhoids, psychoneu- 
rosis, allergy, and hypertension. 

Examination at this office revealed 
a large (golf ball size) villous tumor 
at a six inch level. Tissue study, for- 
tunately, showed no evidence of malig- 
nant change, and the tumor was remov- 
ed through the sigmoidoscope. 

This patient was most uncooperative 
at the time of sigmoidoscopy, and it 
became obvious that the failure to com- 
plete a high level examination was due 
to lack of persistence by the previous 
examining physicians in the face of 
the patient’s protests. 


This is a common error and we 
must never allow our examination to 
be incomplete simply to cater to the 
patient’s desire for a comfortable ex- 
amination. 

Incomplete examination may be due 
to inadequate preparation by the pa- 
tient, and this requires that the phy- 
sician be prepared to give the patient 
an enema in his office, or another ap- 
pointment to return for a complete ex- 
amination after proper preparation at 
home. 

Acceptance of the Obvious A male 
patient, thirty-six years of age, was re- 
ferred for surgery for “bleeding hem- 
orrhoids”. A digital examination had 
been performed, and reported other- 
wise negative. No endoscopy was re: 
ported. 

Examination revealed an early carci- 
noma at a seven inch level. There were 
large bleeding hemorrhoids as well. 
Clearly, it is essential that a complete 
sigmoidoscopy be performed before op- 
erating upon hemorrhoids or any other 
obvious local ano-rectal pathology. The 
surgeon should be certain that there is 
no other lesion at a higher level—be- 
fore surgery. Acceptance of the obvious 
source of symptoms will sometimes lead 
to delayed diagnosis of the less obvious 
but more serious source of symptoms 
at a higher level. 

Failure to Examine A thirty-five year 
old female patient was referred for rec- 
tal bleeding. She had been under treat- 
ment for three months, the treatment 
consisting of suppositories prescribed 
by her physician. She had had no ex- 
amination of the rectum. Sigmoidoscopy 
revealed an advanced, ulcerating, fung- 
ating carcinoma of the rectum at a 
four inch level on the posterior wall. 
This is a gross example of a failure 
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to follow the lead of “clinical suspi- 
cion”. 

Inadequate Equipment A forty-seven 
year old male patient was referred for 
rectal prolapse. The referring physician 
indicated that he “had no sigmoido- 
scope, and did not have the time to do 
the specialist’s examination.” 

I should like to indicate that this 
approach is perfectly valid, if the patient 


is referred immediately by the general 
practitioner. Examination revealed the 
ano-rectal prolapse, as diagnosed by the 
referring physician, and a_pedicled, 
friable polyp in the recto-sigmoid. Bi- 
opsy of this polyp indicated early car- 
cinomatous change, without invasion of 
the stalk, I shall not belabor these points 
with case histories. Any one of your 
practices will provide many examples. 


Summary 


The majority of proctologic 
problems can be diagnosed and 
treated by the general practitioner. 
The general practitioner, however, 
must always include a sigmoidos- 
copy as part of his routine physical 
examination, If he is not prepared 
to do so, he must refer every pa- 
tient, with or without symptoms, to 
the proctologist for such examina- 
tin, Such examination by the gen- 
eral practitioner, or by the proc- 
tologist, is the single most impor- 
tant factor in the early diagnosis of 
carcinoma and of premalignant 
polyps of the lower bowel. If the 
general practitioner is properly 
prepared by study, training and 
equipment, he can adequately diag- 


nose and treat most of the medical 
problems in proctology, and many 
of the surgical problems. Indeed, 
the techniques of ambulatory proc- 
tology make it possible to handle 
the surgical problems in the well 
equipped and well staffed office, 
without hospitalization. 

The general practitioner should 
refer the patient to the proctologist 
if his equipment is inadequate, if 
his training for examination of 
such patients is incomplete, if a 
trial of therapy fails after careful 
examination, or if surgery is indi- 
cated and is beyond the scope of 
his training or equipment. 


147-41 Sanford Avenue 





Micro X-Ray Series; 
Studies of the Colon 

This is a series of cardboard mounted 
2 x 2 slides of colon x-rays. The studies 
were compiled by E. L. Jenkinson, M.D.., 
Director of the Department of Radi- 
ology, St. Luke’s Hospital, Chicago, 
Illinois, and R. J. Gottlieb, M.D., Fellow 
in Radiology. 


The slides are selected examples of 
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common colon pathology, and some un- 
common findings. There are fifty slides, 
the study beginning with a normal 
barium enema, and ending with carci- 
noma of the ascending colon. 

A little pamphlet is provided with the 
x-rays, indicating the significant features 
of each slide. Write to: Micro X-Ray 
Recorder, Inc., 1941 Western Avenue, 
Chicago 47, Illinois. 











EDITORIAL 


Occupational Hazards of 
Proctology 

I would like to give some attention 
to the neglected man at the proximal 
end of the proctoscope, i.e., the Proctolo- 
gist. 

The occupation of a physician exposes 
the practitioner to numerous hazards. 
Some are peculiarly connected with 
proctology. An editorial in the Journal 
of the American Medical Association 
has stated: “It is a wise doctor who 
knows his own danger.” It would be well 
for the doctor to keep in mind that an 
infectious organism can thrive as well 
in his body as in that of his patient. 

Take syphilis as an example. Syphi- 
litic infection of the rectum occurs more 
often than is generally recognized.1 A 
primary lesion may evidence itself as 
an apparently simple fissure or anal 
ulcer, which the proctologist handles 
without gloves, with fingers which have 
small abrasions, failing to note the not 
always distinctive induration of the 
chancre. 

A total of 51 cases of extra-genital 
chancre in physicians were reported re- 
cently in a survey by Epstein.? Stokes* 
mentions the almost total lack of early 
diagnosis of chancre of the fingers and 
hand in physicians. Prevention is by the 
use of finger cots or rubber gloves in 
suspected cases—and the index of sus- 
picion should be much higher than it is. 

Another danger to proctologists is 





Dr. Lieberman 


occupational dermatitis. Dr. Marion B. 
Sulzberger states that contact dermatitis 
is the most frequently found dermato- 
logical condition in physicians. This 
may be due to scrubbings before sur- 
gery, strong antiseptics, rubber gloves 
or the powder in them, local anesthetics, 
and antibiotics, Radiodermatitis may be 
developed by the proctologist who han- 
dles radium or radon carelessly. 

While doing hemorrhoidectomies, the 
proctologist must guard against cutting 
his fingers or puncturing glove and skin 
with the needle transfixing the hemor- 
rhoidal pedicle. The dangers of acci- 


This month's guest editorial is presented by 
William Lieberman, A.B., M.D., F.A.C.G., 
F.1.A.P.; Proctologist, The Unity Hospital of 
Brooklyn, N. Y.; Fellow American Medical As- 
sociation; Fellow American College of Gas- 
troenterology; Senior Member Brooklyn Surgical 
Society; Treasurer, The International Academy 
of Proctology; and Associate Editor, The Ameri- 
can Journal of Proctology. 
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dental cuts while incising a rectal ab- 
scess needs no emphasis. But the sur- 
geon must keep in clear view the fact 
that the moment he raises a scalpel he 
is holding an instrument which will suc- 
cor the patient, but, if not handled with 
constant attention and caution, can also 
bring illness or even death to the wield- 
er, as it has done in some cases. 

In examining and treating the procto- 
logic patient, infections—bacteriologic, 
viral and parasitic—may be contracted 
by inhalation or contact. One means is 
by the “fecal shower”, the residue of an 
enema which menaces the proctologist if 
the patient should suddenly decide to 
make an expulsive effort during sig- 
moidoscopy. The prevention of this is 
by the development of a sixth sense of 
anticipation, quick reflexes and a 
smooth, swift sidewise movement by the 
doctor. 

A patient may come in for hemor- 
rhoids, a fistula or whatnot, and, un- 
known to himself and to the proctolo- 
gist, have a pinworm infestation as 
well. The perianal skin may hold in- 
numerable invisible ova awaiting the 
unwary proctologist. Care must be 
taken to wash the hands thoroughly be- 
fore handling anything in the office 
whether it be a water-faucet or a door- 
knob, etc. Since the incidence of pin- 
worm infestation is so great in this 
“wormy world” it is easy to see how 
readily a proctologist can be infected. 
A touch of the fingers to some insignifi- 
cant article in the examining room be- 
fore the hands are washed, then the 
hands are carefully washed and the same 
article later casually retouched, fol- 
lowed by the ingestion of food—and an- 
other center of worm population has 
been established. Perhaps all proctolo- 
gists should be de-wormed annually! 
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Amebic and bacillary dysentery is an- 
other infection for the proctologist to 
consider when examining patients with 
diarrhea. 

Some less obvious dangers should also 
be mentioned. The constant exposure of 
the examining eye to irritating gases 
expelled from the rectum has occasion- 
ally caused conjunctivitis. | have found 
the wearing of glasses a partial protec- 
tion against this “flying flatus”. Do not 
forget, too, that warm, moist flatus car- 
ries minute liquid particles upon which 
bacteria may ride to their destination 
inside the proctologist. Try to avoid in- 
haling freshly expelled flatus through the 
nose or mouth. 

Some proctologists are in the habit of 
working in a position which arches the 
back to one side, thus producing back- 
strain and aching sacro-iliacs. The exam- 
ining table should be of proper height, 
and it is wise to vary one’s position in 
examining a large number of patients. 
In this connection, too, don’t have office 
hours which are too long. I fear that by 
the end of three hours the fatigue curve 
rises sharply and the efficiency curve be- 
gins to decline. 

(In closing this guest editorial, I 
would like to explain my use of the per- 
sonal pronoun “I” instead of the “edi- 
torial we” by pointing out that it was 
Mark Twain who said: The “editorial 
we” should be used only by kings, edi- 
tors and people with tapeworms. ) 


William Lieberman, M.D. 
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Advertisement 


A Laboratory and Clinical Report 


on Adrenosem® Salicylate 


(BRAND OF CARBAZOCHROME SALICYLATE) 


History 


The first investigation of a hemostat with an 
action comparable to Adrenosem Salicylate 
was made by Derouaux and Roskam! in 1937. 
They reported that an oxidation product of 
adrenalin, adrenochrome (which has no sym- 
pathomimetic properties), has prompt hemo- 
static activity. 

It was further found that various combina- 
tions of adrenochrome, notably the oxime and 
semicarbazone, produced stable solutions. But, 
these were so slightly soluble that sufficient 
concentration could not be obtained for prac- 
tical therapeutic use. By combining these 
adrenochrome compounds in a sodium salicyl- 
ate complex a stable, soluble form can be 
obtained. This complex has been given the 
generic name, carbazochrome salicylate, and 
is supplied under the trade name Adrenosem 
Salicylate. 

Roskam, in his study entitled ““The Arrest 
of Bleeding,”? enumerates ‘‘the drugs whose 
efficaciousness as hemostatics have been proved 
by accurate methods in experimental animals 
and in healthy men as well....One is the 
monosemicarbazone of adrenochrome 
[Adrenosem Salicylate].”’ 


Chemistry 


Adrenosem Salicylate is a synthetic chemical. 
The full chemical name is adrenochrome mon- 
osemicarbazone sodium salicylate complex. 


Pharmacology 


Although it is chemically related to epineph- 
rine, Adrenosem Salicylate has no sym- 
pathomimetic effects. It does not alter blood 
components, nor does it affect blood pressure 
or cardiac rate.?-7 





(* U.S. Patent 2,581,850) 


Sherber, in an early study,? concludes that 
Adrenosem Salicylate* “‘is a potent antihemor- 
rhagic factor in those conditions in which the 
integrity of the smaller vessels is interrupted, 
and is superior to any similar material that is 
now available.” 

He continues, “From our experience it ap- 
pears that adrenochromazone complex is indi- 
cated in preventing vascular accidents incident 
to hypertension; in maintaining small vessel 
integrity; in the preoperative preparation 
where oozing from a vascular bed is antici- 
pated, as in tonsillectomies, adenoidectomies 
and prostatectomies; and as an adjunct in the 
treatment of bleeding from such surgical 
procedures.” 

Adrenosem Salicylate may be administered 
simultaneously (but separately) with any type 
of anesthetic, anticoagulant, or vitamin K 
and heparin. 


A Unique Systemic Hemostat 


Clinical investigators’-7 are in agreement 
that Adrenosem Salicylate controls bleeding 
and oozing by decreasing capillary permeability 
and by promoting the retraction of severed 
capillary ends. It aids in maintaining normal 
capillary integrity by direct action on the 
intercellular ‘““cement” in capillary walls. The 
interesting work of Fulton’ confirms this. 
Adrenosem Salicylate, since it is not a vaso- 
constrictor, has no effect on large severed 
blood vessels and arterioles. 

Adrenosem Salicylate is being used both 
prophylactically and therapeutically in thou- 
sands of hospitals, and in virtually every type 
of surgical procedure. It has also proved most 
useful in dental surgery.” 

Owings reported on the use of Adrenosem 
Salicylate in controlling postoperative adenoid 
bleeding in 102 cases.4 ‘‘We have used 214 mg. 
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(4 ampule) intramuscularly, 15 minutes be- 
fore anesthesia for children and 5 mg. (1 
ampule) for adults.” In only one patient did 
bleeding occur. Three others showed red blood 
from the nose and mouth. These patients 
“were then given 5 mg. intramuscularly, with 
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prompt and complete control. We have also 
noticed that bleeding stopped more promptly 
on the operating table.” 

This is a 1% incidence of postoperative 
bleeding using Adrenosem Salicylate preop- 
eratively, compared to an incidence of 10% 
postoperative bleeding in all cases taken from 
previous records, without Adrenosem Salicy]- 
ate medication. 

Peele reports on the use of Adrenosem Sali- 
cylate in treating 178 patients with 24 different 
conditions.® The drug was first used to control 
postoperative hemorrhage from the adenoid 
region. He adds: “The results were so dramatic 
that since that date [1953] Adrenosem Salicy]- 
ate has been used postoperatively to reduce 
bleeding from all otolaryngologic and broncho- 
esophagolic procedures, to treat postoperative 
hemorrhage from the tonsil and adenoid re- 
gions, and to treat selected cases of epistaxis.” 

The effectiveness of Adrenosem Salicylate 
in controlling bleeding and oozing in 330 pa- 
tients is reviewed by Bacala.® “Our experience 
of the effect of carbazochrome salicylate on 
317 surgical indications and 13 obstetrico- 
gynecological conditions, has been therapeuti- 
cally encouraging and successful for the control 
of capillary bleeding. Foremost among the 
cases studied were 223 tonsillectomies definitely 
benefited by this metabolic hemostat, making 
a diminution of the control incidence of post- 
tonsillectomy bleeding of 19.8% down to 7%. 
It has also been found useful in gastro-intestinal 
bleeding, cataract extraction, epistaxis, inci- 
sional seepage, trans-urethral prostatectomy, 
menometrorrhagias, cervical ooze, antepartum 
and postpartum bleeding, threatened abor- 
tion, and prevention of capillary hemorrhages 
during hedulin or dicumerol therapy.” 


Side Effects 


All investigators concur that, at recom- 
mended dosage levels, Adrenosem Salicylate is 
free from toxic effects. No cumulative effects 
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attributable to the drug have been reported. 
The only side reaction noted has been a 
transient stinging sensation in the area of in- 


jection when Adrenosem Salicylate is used 


intramuscularly. As one investigator com- 
ments: “The brief discomfort which attends 
the injection of Adrenosem into the gluteal 
region has not been a significant problem in 
children or adults as originally anticipated.’’6 


Indications 


Idiopathic purpura, retinal hemorrhage, 
familial telangiectasia, epistaxis, hemoptysis, 
hematuria. 

Postoperative bleeding associated with: 
tonsillectomy, adenoidectomy and 
nasopharynx surgery; 
prostatic and bladder surgery; 
uterine bleeding; 
postpartum hemorrhage; 
dental surgery; 
chest surgery and chronic pulmonary bleeding. 


Dosage 


For recommended dosage schedules, please 
send for detailed literature. 


Supplied 

Ampuls: 5 mg., 1 cc. (package of 5). 

Tablets: 1 mg. S.C. Orange, bottles of 50. 

Tablets: 2.5 mg. S.C. Yellow, bottles of 50. 

Syrup: 2.5 mg. per 5 cc. (1 tsp.), 4 ounce 
bottles. 
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BOOK REVIEWS FOR PROCTOLOGISTS 


REVIEW OF PSYCHOPHYSIOLOGIC MEDI- 
CINE by Ziskind, M.D., Editor, 37 pages, 
Lea & Febiger. Price: $8.50. 


The increasing interest in psychosomatic 
medicine makes this book a particularly wel- 
come addition to the field. The recent meet- 
ing of the Academy of Psychosomatic Medi- 
cine, at which time the pyschosomatic aspects 
of surgery were discussed, illustrates the 
trend of the specialist toward utilizing the in- 
sights of the psychologist and psychiatrist. 

Doctor Ziskind’s book will assist in this 
trend. 

The section in the book offering techniques 
for the physician, and particularly the modi- 
fications of standard medical procedure, will 
be very vaulable. The interview techniques 
are well explained. 

The various schools of psychiatric thought 
are reviewed in a brief, yet adequate fashion. 
The author’s general conclusions that asthma, 
peptic ulcer, essential hypertension and ul- 
cerative colitis are not basically psychosomatic 
should be of considerable interest to all physi- 
cians. 

The book is well written, well conceived, 
and is recommended to every field of Medi- 
cine, including proctology. 


REVIEW OF BABCOCK'S PRINCIPLES AND 
PRACTICE OF SURGERY (secod edition) 
edited by Karl C. Jonas, B.S., M.D., M.S. 
(Surg)., F.A.C.S., F.I.C.S. Published by Lea 
& Febiger, 1501 pages, 1006 illustrations and 
10 colored plates. Price: $18.00. 


The Principles and Practice of Surgery, 
published originally in 1944, furnished an 
extensive reference library on all possible 
surgical techniques. The author, W. Wayne 
Babcock performed a magnificant service to 
the profession in writing the book. 

However, surgery has developed in many 
directions since that time, has become in 
many ways compartmentalized, and yet inte- 
grated through the extensive training re- 
quired of its practitioners at the present time. 

Editorial consultation with recognized au- 
thorities in the various fields has been neces- 


sary to deal with this complex modern sur- 
gery. There is evidence throughout that the 
collaborating authors have been very care- 
fully chosen. 

The present textbook is therefore a very 
complete revision of the original, with almost 
500 new illustrations, and eight new chapters. 
The reader will find the newer material on 
the relationship of nutrition to the surgical 
patient, the antibiotic drugs, the improve- 
ments in anesthesia, and the newer surgical 
techniques themselves. Cardiac surgery, peri- 
pheral vascular surgery, pediatric surgery, 
etc., are all thoroughly covered. 

The text is well illustrated throughout, very 
readable, highly authoritative, and should be 
in the library of every surgeon, whether occa- 
sional or a full specialist. 


OPERATIVE SURGERY by Horsley and Bigger, 
sixth edition, volumes one and two, Guy W. 
Horsley, B.S., M.D., F.A.C.S., Associate Pro- 
fessor of Surgery, Medical College of Vir- 
ginia, Attending Surgeon, St. Elizabeth's 
Hospital, Richmond, Va. Isaac A. Bigger, 
M.D., F.A.C.S., Professor of Surgery, Medi- 
cal College of Virginia, Surgeon-in-Chief, 
Medical College of Virginia Hospitals, Rich- 
mond, Va. volume !714 pages, volume two 
1579 pages. Price $30.00. C. V. Mosby Co. 
St. Louis, 1953. 


The sixth edition of the two volume Horsley- 
Bigger publication is almost completely new 
when compared with the fifth edition published 
thirteen years ago. There have been many 
new advances in surgery during the past 
thirteen years, and these have been incorpor- 
ated in the new volumes. 

The development of the antibiotics, methods 
for storing blood, studies of electrolyte bal- 
ance, etc., have all been included. 

The Proctologist will be especially inter- 
ested in the excellent chapters on colon and 
rectal surgery. 

Illustrations are excellent throughout, and 
all contributors present a uniformly well writ- 
ten and practical text. 


—Continued on page 498 
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| WHAT TOPICAL ANESTHETIC 
; HAS BEEN SHOWN T0 BE 
, MOST EFFECTIVE? °° 








Benzocaine is “the best topical anes- 
thetic.""! 

Benzocaine is the least toxic of ten 
topical anesthetics tested.2 
“Superior to two popular topical an- 
esthetic preparations."'3 

No sensitivity exhibited by any of 


1000 patients in published diateal Americaine Topical Anesthetic Ointment 
8 


studies, 3, 4, 5, 6, 7, provides a unique weapon for the proctolo- 
1, Tainter, M. L. and Winter, L.: Anesthe- gist for fast, prolonged relief from post- 

Siology, 5:470-490 : operative procedures, as well as from pain 
2. Adriani, J.: Pharmacology of Anesthetic een s c 

Drugs, Ed. 1941 and itching pre-operatively and in non- 
. Schmitz, H. E. et al: West.J. Surg., Ob., . aie a ‘ 
. i — alin! operative cases. Only Americaine contains 
4. White, C. J. and Madura, J. W.: Post- H H °, 

poe g ag ong the unusually high concentration of 20% 
5. Horwitz, B.: Am. J. Surg., 81:81 dissolved benzocaine—a simple, potent for- 
6. Finkel, M. et al: Ind. M. & S., 17:12 | f f d ical hast 
7. Loibe, J. E. F.: Ill. Med. J., 102:266 mula—tor more protound topical anesthesia. 
8. Byrne, J. E.: Surg., Gyn., Ob., 98:250 
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TOPICAL ANESTHETIC OINTMENT F 






Contains: 
Ethyl-p-aminobenzoate (benzocaine) ................- 20% 
IOxPAUIRO NOS ROOROGNE 0.5105: 0ci0'5:4,0-0 sis oc eiere eevee aiels 0.39% 


In a bland, water-soluble base. 





ALSO AVAILABLE: 

= AMERICAINE AEROSOL 
~~“ automatic spray-on topical anesthetic. 
Quick, non-traumatizing application 
to areas of excruciation pain. 








AMERICAINE LIQUID— 


For instillation into cavities and 
canals. 


ARNAR-STONE LABORATORIES, INC., Mount Prospect, Illinois 
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"Available in 1 Oz. tubes 
and 1 Ib. jars. 








IN MY JOB | KNOW ABOUT HEAT RASH 


...1 USE SOOTHING, MEDICATED AMMENS 


Especially whenever tender skin is irritated by heat, 
moisture or chafing, AMMENS Powder gives a prompt 
feeling of soothing comfort. 

AMMENS’ starch granules, evenly dispersed in talc, provide 
an absorbent coating on irritated skin. Oxyquinolin 

and zinc oxide, blended in the powder, help protect macerated 
crevices against bacterial invasion. 

For skin comfort—especially following strenuous work or 
play, or in hot weather—keep a can of AMMENS close at hand. 


BRISTOL-MYERS COMPANY 


19 West 50 Street, New York 20, New York 


Distributor for Charles Ammen Co., Alexandria, Louisiana 
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Proctologic Table - g 
AUTOMATIC 
TAL 


Again Ritter leads the way in saving 
you valuable energy by bringing you 
automatic motor-hydraulic tilt! Yes, 
the same mechanism that raises and 
lowers the table, also tilts it to the 
angle you want, up to 50° head-low. 
This new Ritter Proctologic Table 
features an abdominal drop-out 
created automatically as the table is 
Ritter Proctologic Table in GYN posi- tilted. The new 20-inch width makes 
tion, with optional heel stirrups. the table especially adaptable to 
smaller treatment rooms, while pro- 
viding full comfort for your patient. 
S Under the new Ritter Professional 
SS Equipment Plan, this new Ritter Table 
with exclusive automatic tilt is yours 
for about a dollar per office day. Ask 
your Ritter dealer for complete de- 
tails or write the Ritter Company, 
Wonderful for patient treatment in the Inc., 3112 Ritter Park, Rochester 3, 
lateral Sims position. 
New York. 
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RYPIN'S MEDICAL LICENSURE EXAMINA- 
TIONS by Walter L. Bierring, M.D., F.A.C.P., 
M.R.C.P., Edin. (Hon.) Former Member, 
National Beard of Medical Examiners, Amer- 
ican Board of Internal Medicine, lowa State 
Board of Medical Examiners; Professor 
Emeritus, Theory and Practice of Medicine; 
College of Medicine, State University of 
lowa; Secretary, Federation of State Medi- 
cal Boards of the United States; Chairman, 
American Board of Preventive Medicine and 
Public Health: lowa State Commissioner of 
Health. 856 pages, J. B. Lippincott Co. 
$8.00. 


The Seventh Edition of this text continues 
to be the most useful volume available to the 
medical graduate who feels the need for 
Licensure study. An outstanding group of 
teachers and clinicians have brought the sub- 
ject matter up-to-date. 

There is the usual division into the basic 
medical sciences and clinical sciences. 

This book may be recommended, without 
reserve, for every student preparing for 
Licensure examination. 
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for Any Age Group 
ts 


REVIEW OF DEVELOPMENTAL ANATOMY, A 
Textbook and Laboratory Manual of Embry- 
ology by Leslie Brinered Arey, Ph.D., Sc.D., 
LL.D. Editor. 680 pages, 630 illustrations, 
W. B. Saunders Company. 


This reviewer studied Developmental An- 
atomy in Medical School from the Arey text. 
The sixth edition maintains the very high 
standards of previous editions. 

Indeed, this book appears to have been al- 
most completely revised and rewritten. This 
reviewer finds the text material now even more 
readable and complete. 

The special typography makes for very easy 
reading, and the illustrations continue to be of 
the finest. There are many new illustrations, 
and some improvements in some of the older 
ones. 

This text reviews the world literature in 
embryology since 1943. Bibliographies are 
modernized rather than exhaustive. 

No proctologist can understand the con- 
genital abnormalities of the colon and ano- 
rectal region without a full understanding of 

—Concluded on page 502 


®@ Safe laxation 
without irritants 


®@ Control with 
reducible dosages 


®@ Your choice of: 
Easy-to-take Zymenol (Emulsion) 


de Convenient Zymelose (Tablets) 
A 5 Tasty, fragrant Zymelose (Granules) 


All three contain brewers yeast . . . no sugar 











in surgery 


THORAZINE® 








calms the apprehensive and anxious patient 

facilitates induction and intubation 

potentiates analgesics and anesthetics 

controls nausea, vomiting, hiccups and 
emergence excitement 

“A measure of protection from shock is suggested 

in a number of cases.”’—Lear, Chiron and Pallin! 

‘Thorazine’ Hydrochloride is available in ampuls, ° 


tablets and syrup. 


For information write: 


Smith, Kline & French Laboratories 
1530 Spring Garden St., Philadelphia 1 
1. Lear, E.; Chiron, A.E., and Pallin, A.M.: Chlorpromazine— 
An Adjunct to Premedication, Clinical Report Based on 1,100 


Cases, New York State J. Med. 55:1853 (July 1) 1955. 
*T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of chlorpromazine. 
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For every step 
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Complete No. 318 set by 
WELCH i ALLYN 


Designed to fill every need of the proctologist 
for examination and treatment — yet so simple 
and easy to use that it is entirely practical 

for the GP without extensive proctological 
training. The new WA Advanced Design 

“full grip”’ biopsy forceps is included. 

Ask your surgical supply dealer to show you 
this splendid set. 
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NOTES: ctREATMENT OF ANAL PRURITUS 





SOOTHING, READY-TO-USE PADS 
REPLACE HARSH TOILET TISSUE 


What ane they? 


Tucks are pure, soft outing flannel pads 
moistened and mildly medicated with a special 
Solution containing witch hazel and glycerin. 


Cuthy,, thorougl 


Being moist, Tucks clean the pruritic area com= 
pletely, removing all vestiges of contaminating 
fecal material. Being soft, they cannot irritate 
Sensitive anal tissue and cause further aggravation. 


Majority day v 
Numerous clinical reports indicate that a majority 
of cases of anal pruritus will show appreciable 
improvements when Tucks are prescribed to replace 
toilet tissue. Tucks have been recommended further 
as a prophylactic measure against all forms of 
anorectal disease which may be caused or aggravated 
by improper anal hygiene. We suggest you try 
Tucks for your next case of anal pruritus. 


How auppliod, 


Tucks are provided in jars of 100 and boxes of 30. 
A supply for trial will be sent you upon written 
request. Address Dept. A-5, Fuller Pharmaceutical 
Co., 715 So. 10th St., Minneapolis 4, Minn. 
















Mildly medicated cleansing cloths 
Benadex * Benzocones * Hydrocil 
Hydrocil Fortified * products of 





PHARMACEUTICAL COMPANY 
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the embryology. The Arey text is highly 
recommended for this study. 

The text continues to be one of the finest 
for students of embryology known to this re- 
viewer. 


MINOR SURGERY by John E. Sutton, M.D., 
F.A.C.S., Assistant Clinical Professor of Sur- 
gery, Cornell University, Medical College, 
Diplomate American Board of Surgery. 334 
pages, 102 figures, 1955, McGraw-Hill Book 
Co., New York. Price: $7.00. 


This is an excellent handbook for the gen- 
eral practitioner, and covers a wide range of 
conditions. It is written in simple language, 
making for easy reading. Illustrations are not 
extensive, but are adequate. Simple line 
drawings are used, for the most part. 

The proctologist will find a discussion of 
external hemorrhoids, cryptitis and polyps of 
the anal canal. The author recommends 
anoscopy and proctoscopy after recovery from 
surgical excision of an external thrombotic 
hemorrhoid in the office. It is this reviewer’s 


opinion that a careful examination should be 
performed before surgery of an_ external 
thrombus, and that associated internal condi- 
tions should be corrected at the same time. 


CLINICAL APPLICATIONS OF SUGGESTION 
AND HYPNOSIS by William T. Heron, M.A., 
Ph.D., Professor of Psychology, University 
of Minnesota, Minneapolis, Minnesota. Pages 
137, Charles C, Thomas, Springfield, Illinois. 
Price $3.75. Second Edition. 


The Second Edition of this excellent mono- 
graph on hypnosis deserves wide circulation. 
The value of suggestion in the hands of the 
physician is not sufficiently appreciated. 

The basic work of Coué is known to rela- 
tively few modern physicians. This little book 
begins with a chapter on suggestion and sug- 
gestibility, and goes on to discuss the pro- 
fessional use of hypnosis. 

The book is well written, authoritative, and 
will be useful to physicians in every branch of 


medicine. 
—Concluded on page 504 


Painless Rectal Surgery! 


Freedom from pain is the goal of the proctologist. 
RECTOCAINE offers freedom from pain both before and 


after surgery! 


RECTOCAINE permits immediate ambulation 
(Ambulatory Proctology—Cantor) 


RECTOCAINE may be used in hospital or office to treat or 


prevent pain! 


RECTOCAINE. offers rapid return to work for the patient! 


RECTOCAINE 


The Oil Soluble Anesthetic of Choice 
Boxes of 6, 25 or 100, 5 c.c. sterile ampoules 
Also in ointment or suppositories 


C. F. KIRK CO, 521 West 23rd Street, New York 11, NY, U.S.A 


SAMPLES AND LITERATURE ON REQUEST 
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the SOLOW” SIGMOIDOSCOPE. .. 


designed for simultaneous lighting 


features: 


* Provides extra-bright illumination of the field because prox’- 
mal and distal lights function at the same time. 


¢ When there is any distal light obscuration, the examini: 
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© Interruption of examining or operating procedure, because of 


Any “National” surgical sup- lamp failure, is eliminated because of the dual lighting fea- 

ply dealer will be glad to ture — either lamp alone affords sufficient illumination to 

show you this item, no obli- carry on. 

gation. Say: ‘Show me 

National's 450" © Aspirator for evacuation of fluid or smoke is detachable thus 
providing the whole instrument with greater utility, more con- 
venience. 


© Speculum, of heavily chromed brass, has deeply etched cali- 
brations at one centimeter intervals and every fifth calibration 
is numerically indicated at opposite sides, legibly. 


© Choice is offered of plain window or one with magnification. 





© Sterilizable by boiling or autoclaving. 


¢ National catalog number... 450 





*"An improved sigmoidoscope for operative work,” Alfred L. Solow, M.D.,, 
Boston, Mass., American Journal of Surgery, Vol. 89, March 1955. 
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SURGERY OF THE ALIMENTARY TRACT by 
Bickham-Callander; Richard T. Shackelford, 
M.D., Assistant Professor of Surgery, Johns 
Hopkins University School of Medicine, as- 
sisted by Hammond J. Dugan, M.D., As 
sistant in Surgery, Johns Hopkins University 
School of Medicine. 3 volumes, 2575 pages, 
1705 figures. W. B. Saunders Company, 
Philadelphia, London, 1955. 


This three volume set is a classical presenta- 
tion of a difficult subject. This reviewer be- 
lieves that we are dealing with a monumental 
revision of the original six volume Bickham 
Surgery. 

It will be recalled that the original Bickham 
volumes were encyclopedic in scope, with little 
consideration of the evaluation of technics. 

Although Dr. Shackelford has retained the 
general scheme of the first edition, presenting 
a vast scope of operative procedures, it dif- 
fers considerably in that he offers his own 
evaluation of every procedure described. Thus, 
the reader is given a procedure of choice in 
each instance. 
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Pre-operative and post-operative care are de- 
scribed throughout in full detail. 

Volume I covers the esophagus, stomach and 
duodenum, the liver, the gallbladder and extra- 
hepatic biliary ducts. 

Volume II describes diseases and injuries 
of the pancreas, spleen, small intestine, the 
peritoneum, omenta and mesentery and the 
colon. 

Volume III covers the anorectal tract, ex- 
cisions of the rectum, hernia of the gastroin- 
testinal tract and incisions. 

The colon surgeon will find the discussions 
in Volume II of very particular value. The 
anorectal surgeon will also find his field well 
covered from the general point of view. 

Illustrations are generously supplied, and 
the writing is excellent. 

This three volume text should be in every 
surgeon’s library. 


ANTIMICROBIAL THERAPY IN MEDICAL 
PRACTICE by Harrison F. Flippin, M.D., 
F.A.C.P., Associate Professor of Clinical 
Microbiology, The Graduate School of Medi- 
cine, The University of Pennsylvania; Visiting 
Physician, Philadelphia General Hospital 
(Blockley Division); Chief, Section of In- 
fectious Diseases, Department of Medicine, 
The School of Medicine, The University of 
Pennsylvania; and George M. Eisenberg, 
D.Sc., Associate in Medicine, The Graduate 
School of Medicine, The University of Penn- 
sylvania; Chief, Division of Bacteriology and 
Immunology, Department of Laboratories, 
Philadelphia General Hospital (Blockley 
Division), Philadelphia, Pa. 284 pages, || 
tables. F. A. Davis Company, Philadelphia, 
Penna., 1955. Price $5.00. 

This book attempts to crystallize both clini- 
cal and laboratory information on Antimicro- 
bial Drugs. Of course, these agents are being 
developed so rapidly that even this textbook 


| will soon be out of date. However, at the pres- 


ent moment it is one of the best and most up 
to date discussions available on the subject. 
When we bear in mind that antibiotics are 
being used so extensively that resistant or- 
ganisms are developing, and untoward reac- 
tions are increasing with great frequency, the 


| need for such a book becomes very apparent. 


The need for more selective and less frequent 
use of antibiotics is equally obvious. 
The authors are well qualified by training 


| and clinical experience to write this text. They 


have produced a really worth while, simplified 
clinical volume. 

The proctologist will find much of interest 
on gastro-intestinal infections, the pre-operative 
use of antibiotics, their use in diverticulitis, 
etc. 
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Newer Medicinals 


Americaine W/Neomycin, Arnar-Stone 
Laboratories, Inc., Mt. Prospect, Illinois. A 
new topical anesthetic and antibiotic oint- 
ment to simultaneously allay surface pain 
and itching and combat infection. Contains 
20% dissolved benzocaine and 5 mg. neo- 
mycin sulfate in a bland, water-soluble, 
colorless base. Used in burns, wounds and 
non-infectious dermatoses. Dose: As de- 
termined by physician. Sup: In one-half 
ounce tubes. 


Blockain Hydrochloride, George A. 
Breon & Co., New York 18, New York. A 
new local anesthetic for block and _infiltra- 
tion injection. Dose: For block and infiltra- 
tion inesthesia, from 2 to 5 ce. of 0.5% 
Blockain Hydrochloride is customarily used 
to secure adequate field of anesthesia; up to 
20 cc. may be used with caution in ac- 
cordance with operative technic and patient 
requirements. Sup: Blockain Hydrochloride 
0.5% is supplied in 30 cc. multiple dose 
vials. 


Cortrophin-Zinc, Organon, Inc., Orange, 
New Jersey. The newest advance in ACTH 
therapy, each cc. of Cortrophin-Zinc pro- 
vides 40 U.S.P. units of corticotropin with 
hydroxide (2.0 mg. of zinc) for repository 
action. Indicated in treatment of shock, 
rheumatic afflictions, allergic reactions, skin 
and eye diseases, and the most of other 
stressful conditions amenable to ACTH 
therapy, especially where natural stimula- 
tion of adrenocortical function is desired. 
Dose: Must be individualized to the needs 
of the patient. Sup: In 5-ce. vials. 


Equanil, Wyeth Laboratories, Philadelphia 
2, Pennsylvania. A derivative of propanediol. 
The drug has a selective interneuronal 
blocking action. It produces relaxation of 


skelatal muscles without affecting respira- 
tion and other vital functions and also has 
important effects on the brain. Brings quick 
and safe relief to those who suffer from 
tenseness and anxiety. Also useful in keep- 
ing alcoholics sober after withdrawal has 
been completed, and has much value in ac- 
complishing withdrawal with a minimum of 
discomfort. Favorable clinical results have 
also been obtained in treating conditions of 
the skin, abdominal discomfort and in sev- 
eral kinds of headaches. Dose: As deter- 
mined by physician. Sup: In 400 mg. tab- 
lets, bottles of 48. 


Mycostatin Ointment, E. R. Squibb & 
Sons, Division of Olin-Mathieson Chemical 
Corp., New York 22, New York. Indicated 
for treatment of fungal infections of the 
skin. Contains 100,000 units of Mycostatin, 
an anti-fungal antibiotic, per gram of Plasti- 
base. The Plastibase vehicle (Squibb 
oleaginous ointment base) provides fast, 
regular, and thorough release of the anti- 
fungal agent. Dose: Should be applied di- 
rectly to the mycotic lesions once to several 
times daily until they have healed. Sup: In 
l-ounce tubes. 


Pamine Solution, The Upjohn Company, 
Kalamazoo, Michigan. Sterile solution for 
intramuscular or subcutaneous use. Con- 
tains Methscopolamine Bromide, 1 mg., 
Sodium Chloride, 9 mg., and Chlorobutanol, 
5 mg. per 1 cc. of Pamine. For symptomatic 
control of peptic ulcer and other conditions 
associated with hyper-acidity and increased 
intestinal motility. Dose: Administered intra- 
muscularly or subcutaneously. Varies with 
individual case. Usually, 0.25 to 1.0 mg. of 
methscopolamine at intervals of 8 hours un- 
til acute symptoms have been controlled. 
Sup: In 1 ce. vials. 
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hemorrhoidal or mucosal masses, pro- 
lapsing between the cut ends of the 
sphincter, will prevent the cut ends of 
the sphincter from falling together, 
even if the primary rule for removal of 
packing within twenty-four hours is 
carefully observed. Thus, imperfect or 
incomplete healing will result, and 
sometimes incontinence. 

Your own approach is excellent, and 
should be continued. 
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Alfred J. Cantor, M.D. 
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Surgery, Garfield Memorial Hospital, Associate in Surgery, the George 
Washington University School of Medicine, Washington, D. C. 


12:00 Noon—General Discussion 


12:15 P.M.—Luncheon 


SECOND SCIENTIFIC SESSION 
WEDNESDAY AFTERNOON — MARCH 23, 1955 


Chairman: DonaLp C, Coxiuins, M.D. 


Secretary: Henry A. SprinceR, M.D. 


PANEL DISCUSSION — CARCINOMA ANUS, RECTUM & COLON 


Moderator: Harry OBERHELMAN, M.D., F.I.A.P., Chairman Department of 
Surgery, Loyola University, Stritch School of Medicine; Chief Surgeon, 
Mercy Hospital; Attending Surgeon, Cook County Hospital, Chicago, 
Illinois. 


1:30-4:30 P.M. 


7. Pathology 

Speaker: Georce J. Ruxstinat, B.S., M.D., F.I.A.P., Clinical Professor of 
Pathology, Loyola University, Stritch School of Medicine; Pathologist, 
Loretto and Holy Cross Hospitals, Chicago, Illinois. 


8. Carcinoma of the Colon—With or Without Symptoms 


Speaker: HENry Monat, A.B., M.D., F.A.C.P., F.A.C.G., Member of the Nutri- 
tional Society of Great Britain, Former Associate Clinical Professor of 
Medicine at Georgetown University, Washington, Chief Gastroscopic 
Clinic, Georgetown University, Captain U.S. Navy Retired, Chief of 
Gastroenterology, St. Albans Hospital, N. Y. Ex-president of Gastroenter- 
ology Division, D.C. Medical Society. 


9. “Symptoms, Diagnosis and Treatment of Carcinoma of the Left Colon” 


Speaker: ARKELL M. VaucuHN, M.D., B.S., M.S., F.A.C.S., Clinical Professor of 
Surgery, Stritch School of Medicine, Loyola University, Professor of 
Surgery, Cook County Graduate School of Medicine, Attending Surgeon, 
Cook County Hospital, Consulting Surgeon, South Shore, M.T.S., and 
South Chicago Hospitals; and Joun Martin CoLeMaANn, B.S., M.D., Clinical 








PROGRAM Vv 





Instructor in Medicine, Stritch School of Medicine, Loyola University; 
Junior Staff, Mercy Hospital; Courtesy Staff, South Shore and Attending 
Staff, Louise Burg Hospitals. 


10. Roentgenology—Diagnostic Problems (X-ray) 
Speaker: VINCENT J. GALANTE, M.D., D.A.B.R., A.C.R., R.S.N.A. 


11. Anesthesiology—Carcinoma of the Colon 


Speaker: Max S. Sapove, M.D., M.S., Head of Department of Anesthesiology, 
Research and Education Hospital, University of Illinois, and of Hines 
Hospital and LEonarp F. Kowauski, M.D., Director of Anesthesia Holy 
Cross Hospital, Chicago, Illinois, Instructor in Anesthesia Research and 
Education Hospital, University of Illinois. 


THIRD SCIENTIFIC SESSION 
WEDNESDAY EVENING — MARCH 23, 1955 
Chairman: Louis S$. Wecryn, M.D. 


7:00 - 11:00 P.M.—MOTION PICTURE SEMINAR 


Teaching Films depicting Surgery of the Anus, Rectum and Colon. 
Ambulatory (office) and Hospital Techniques. 


ANAL — RECTAL 


“Reduction of Intussusception by Barium Enema” —. Mark M. Ravircu, M.D. and Associates 


“Excision Anal Fissure, Fistulectomy and Hemorrhoidectomy” 
Nei Swinton, M.D. and UrsBan Eversoue, M.D. 


“Polyps of the Large Intestines” Houcer Perry JENKinS, M.D. and his Associates 
“Stemormhoigs ..- poke BarnEy E. CoLteman, M.D. 
“Hemorrhoidectomy—An Inside Job” Paut Van Dyke, M.D. 
“Pruritus Ani” —__ MANUEL G. SpresMAN, M.D. 
“Surgical Anatomy of the Male Anal Perineum” Epwarp Levy, M.D. 
“Sigmoid, Rectum and Anal Canal Endoscopic Views” J. P. NessELrop, M.D. 
“Surgery of Anus and Rectum—Ambulatory Techniques” ALFRED J. Cantor, M.D. 
COLON 
“Anterior Resection of the Rectum” <3, Ss Fansas, Mob. 
“Abdomino-Perineal Resection for Carcinoma of the Rectum” RicHAarp CATTELL, M.D. 
“Combined Abdominal-Perineal Resection” Frep W. Rankin, M.D. 
“Anterior Resection of Rectosigmoid with Primary Anastomosis” G. V. BrinpLey, M.D. 
“Resection of Right Colon for Carcinoma” : ArtTHuR W. ALLEN, M.D. 
“Subtotal Colectomy and Ileostomy for Ulcerative Colitis” GeorcE CriLe, Jr., M.D. 


“Abdomino-Perineal Resection of Rectum” 
Francis C. Newton, M.D. and J. ENGELBERT Dunpuy, M.D. 


“Intestinal Obstruction” Cuar.es G. Jonnston, M.D. and RupotrxH J. Norer, M.D. 
“One-stage Total Colectomy for Ulcerative Colitis” G. Gavin Miter, M.D. 


“Carcinoma of the Cecum and Ascending Colon” eee ne anne 
Hitcer Perry Jenkins, M.D. and Associates 


“Intestinal Resection for Chronic Segmental Ileitis” 
Harotp L. Foss, M.D. and Wittiam T. Barnes, M.D. 
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“Surgical Treatment of Diverticulitis of the Sigmoid” __.....R. KeENNEDy Giicurist, M.D. 
“Operative Treatment for Hirschsprung’s Disease” __... _..OrvAR Swenson, M.D. 


“Exteriorization Operation (So-called Obstructive Resection) for Carcinoma of the Sigmoid” 
G. A. STEvENs, M.D. 


“A Surgical Procedure for Carcinoma of the Rectosigmoid without Abdominal Colostomy” 
Jose Ictestas DE La Torre, M.D. 


FOURTH SCIENTIFIC SESSION 


THURSDAY MORNING — MARCH 24, 1955 


JERSEY CITY MEDICAL CENTER 


NOTE: Bus transportation will be available at the Park entrance of The Plaza, at 
8:00 A.M. this morning, for trip to Jersey City Medical Center. 


9:00 A.M.—Techniques of Colon and Anorectal Surgery 
(Wet Clinic) Operating rooms of Jersey City Medical Center. 


12:15 P.M.—Luncheon—Medical Center Staff Dining Room 


(Courtesy—International Academy of Proctology and Jersey City Medical 
Center ) 


FIFTH SCIENTIFIC SESSION 


THURSDAY AFTERNOON — MARCH 24, 1955 


Chairman: Ear J. Hatuican, M.D. 


Secretary: Louis L. PerkeL, M.D. 


2:00 P.M.—12. “‘Newer Concepts in the Diagnosis and Therapy of Diverticulitis” 
Speaker: J. KENNETH CatLaw, M.D., F.A.C.S., F.LC.S., F.LA.P., Attending 
— Jersey City Medical Center, and St. Francis Hospital, Jersey 
ity. 
2:30 P.M.—13. “Fluid Balance in Surgical Patients’’ 
Speaker: Howarp L. Nunes, M.D., Assistant Attending Surgeon, Jersey City 
Medical Center. 


3:00 P.M.—14. “Collagen and Disease of the Small Bowel” 
Speaker: Invinc Marsuauy, M.D., F.A.C.S., Attending Surgeon Jersey City 
Medical Center; Assistant Attending Surgeon, Christ Hospital, Jersey City. 


3:30 P.M.—15. “Tumors of the Colon” 


Speaker: ANGELO M. Gnassi, M.D., Chief Pathologist and Director of Labora- 
tories, Jersey City Medical Center; Consulting Pathologist Hudson County 
Institutions. 





4:00 P.M.—16. “‘Newer Developments in the Surgery of Carcinoma of the Colon and 
Rectum” 

Speaker: Eart J. Haruican, M.D., F.A.C.S., F.LC.S., F.LA.P., F.A.C.G., 

Director of Surgery and Chief Surgeon, Jersey City Medical Center: 

Acting Medical Director, Jersey City Medical Center; Director of Surgery, 
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St. Francis Hospital, Jersey City; Consulting Surgeon, Margaret Hague 
Hospital, Jersey City, St. Mary’s Hospital, Hoboken, New Jersey, Rahway 
Hospital, Rahway, New Jersey. 


4:30 P.M.—17. “Techniques of Diagnosis and Therapy of The Diarrheal Diseases” 


Speaker: Witu1am Z. Frapxin, A.B., M.D., Visiting Physician in Diarrheal 
Diseases, Adelphi Hospital, Brooklyn, N. Y. 


5:00 P.M.—General Discussion 


SIXTH SCIENTIFIC SESSION 


FRIDAY MORNING — MARCH 25, 1955 


THE PLAZA HOTEL 


Chairman: Paut B. Van Dyke, M.D. 


Secretary: JosepH A. Sapienza, M.D. 


9:00 A.M.—18. oa Suggestions For The Roentgenological Examination of The 
olon 


Speaker: Franz J. Lust, M.D., F.A.C.G., Assistant Visiting Roentgenologist, 
Bellevue Hospital, New York City; Associate Editor, American Journal 
of Digestive Diseases; Vice President, New York Academy of Gastro- 
enterology. 
9:20 A.M.—19. “Ano-Rectal Anatomy” 
Speaker: Henry I. Scueer, M.D., F.I.C.S., D-IBS, Clinical Instructor in 
Anatomy to the Post Graduate Division, New York University Medical 
School; Associate Surgeon Morrisania City Hospital; Visiting Surgeon, 
Lutheran Hospital of Manhattan; Fellow International College of Surgeons; 
Diplomate International Board of Surgery. 
9:40 A.M.—20. “Anorectal Physical and Laboratory Examination from the Viewpoint 
of the Gastroenterologist” 
Speaker: Henry D. Janowitz, M.D., Assistant Attending Physician for Gastro- 
enterology, The Mount Sinai Hospital, New York. 


10:00 A.M.—21. “The Treatment of Post-Operative Complications in Anorectal Surgery” 


Speaker: ManueL G. SpresMAN, B.S., M.D., F.I.A.P., Associate Professor of 
Proctology, Chicago Medical School; Rectal Clinic, Mount Sinai Hospital; 
Attending Staff, Edgewater Hospital, Chicago, Illinois. 


10:30 A.M.—22. “Proctology and The General Practitioner” 
Speaker: ALFRED J. Cantor, B.A., M.D., F.I.A.P., Editor, American Journal of 
Proctology, Consulting Surgeon-Proctology, Jersey City Medical Center. 
11:00 A.M.—23. “Prevention of Post-Operative Complications of Hemorrhoidectomy” 
Speaker: Witi1aM LirBerMAN, A.B., M.D., F.A.C.G., F.LA.P., Proctologist, 
Unity Hospital, Brooklyn, N. Y. 
11:30 A.M.— General Discussion 


The Role of The General Practitioner in Proctology — Representative of 
The American Academy of General Practice — by Invitation. 


12:15 P.M.—Luncheon 
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SEVENTH SCIENTIFIC SESSION 
FRIDAY AFTERNOON — MARCH 25, 1955 
Chairman: Carsar Portes, M.D. 
Secretary: Epwarp J. Kroi, M.D. 


2:00 P.M.—24. “Present Day Management of Ulcerative Colitis in Ambulatory and 
Hospitalized Patients” 


Speaker: Maurice Mensu, M.D., F.A.C.P., Associate in Medicine, George 
Washington University Medical School, Associate Attending in Medicine, 
Garfield Memorial Hospital, Consultant in Gastroenterology, District of 
Columbia General Hospital, Washington, D. C. 


2:20 P.M.—25. “Acute Colonic Obstructions” 


Speaker; Francisco PuENTE Perepa, M.D., F.I.A.P., Head of the Emergency 
Service, Social Security Hospital, Mexico, Surgeon, Central Hospital SCOP, 
Mexico City; Professor of Surgery, Medical School, Mexico City, and 
JorGE OBREGON CorraL, M.D., F.I.A.P., Surgeon, Medical Director of 
the Social Security NR. I Hospital. 


2:50 P.M.—26. “The Present Value of Closed Aseptic Intestinal Anastomosis in 
Emergency Colo-Proctologic Surgery” 


Speaker: Donatp C. Couuins, B.A., M.D., M.S. (Path. & Surg.), Sc.D., 
PACS. F.UCS., F.A.C.G., F.LA.P., F.A.A.A.S., F.A.C.C., Assistant 
Professor of Surgery, College of Medical Evangelists, Los Angeles; Visiting 
Junior Surgeon, Los Angeles County General Hospital; Consulting Surgeon, 
St. Joseph’s Hospital, Burbank, California; Surgeon, Senior Attending 
Staff, Hollywood—Presbyterian Hospital, Los Angeles, California. 





3:20 P.M.—27. “Surgical Management of Segmental Diverticulitis” 


Speaker: GeorcE M. Brown, Jr., M.D., Surgical Staff of St. Mary’s Hospital, 
McAlester, Oklahoma. Surgical Staff of McAlester General Hospital, 
McAlester, Oklahoma. Clinic Affiliation: Surgical Consultant Talihina 
Medical Center, Talihina, Oklahoma. Department of Surgery and Proc- 
tology, McAlester Clinic, McAlester, Oklahoma. 


3:50 P.M.—28. “Critical Clinical Analysis of One-Hundred Consecutive Operations of 
the Sigmoid Colon” 


Speaker: Jacos J. WetnstTeEtn, M.D., F.A.C.S., F.I.C.S., F.LA.P., Associate in 
Surgery, Doctors Hospital, Associate in Research Surgery, Garfield Mem- 
orial Hospital, Associate in Surgery, George Washington University School 
of Medicine, Washington, D. C. and R. Sro.tier, M.D., Associate in 
Surgery, Garfield Memorial Hospital, Washington, D. C 


4:10 P.M.—29. “Hematological Aspects of Inflammatory and Malignant Lesions of 
the Colon with Special Reference to Definitive Diagnostic Methods 
and Treatment” 


Speaker: J. J. Ruemmcotp, M.D., Associate F.A.C.P., Associate in Medicine, 
George Washington University Medical School, Consultant in Hematology, 
Walter Reed Army Medical Center, Mount Alto Veterans Hospital, and 
the District of Columbia General Hospital, Washington, D. C. 


4:30 P.M.—30. “A Surgical Procedure for Carcinoma of the Rectosigmoid Without 
Abdominal Colostomy” 
Speaker: Jose Ictestas De La Torre, M.D., Professor of Clinical Surgery, 
University of Havana Medical School, Havana, Cuba; Chief of Surgery 
Mercedes Hospital, Havana, Cuba; Chief of Urology Mercedes Hospital, 
Havana, Cuba. 


5:00 P.M.—General Discussion 








i AMES 


PROGRAM IX 





EIGHTH SCIENTIFIC SESSION 
FRIDAY EVENING — MARCH 25, 1955 
Chairman: Louis S. WecryN, M.D. 


7:00-11:00 P.M.—MOTION PICTURE SEMINAR 


Teaching Films depicting Surgery of the Anus, Rectum and Colon. 
Ambulatory (office) and Hospital Techniques. 


NINTH SCIENTIFIC SESSION 
SATURDAY MORNING — MARCH 26, 1955 


Chairman: Jacos J. WEINSTEIN, M.D. 


Secretary: MANUEL G. SpiesMAN, M.D. 


9:00 A.M.—31. “The Avoidance of Rectal Injuries During Labor” 


Speaker: SaMuEL M. Dopex, M.D., M.A. in OBS., F.A.C.S., F.L.C.S., Founder 
Fellow American Association of Obstetrics and Gynecology; Senior 
Attending Physician in Obstetrics and Gynecology, George Washington 
University Hospital, Washington, D. C., and Senior Attending Obstetrician 
at Garfield Memorial Hospital, Washington, D. C. 


9:20 A.M.—32. “Some Psychological Implications for the Patient Undergoing Colon 
Surgery” 
Speaker: DanieL S. JAFFE, M.D., F.A.P.A., F.A.A.N., Assistant Clinical Pro- 
fessor of Psychiatry, Georgetown University Medical School; Attending 
Psychiatrist, District of Columbia General Hospital; Member of the 
American Psycho-analytic Association, Washington, D. C. 


9:40 A.M.—33. “Open Anastomosis in Obstructing Lesions of the Colon with Intra- 
luminary Neomycin” 
Speaker: W. H. Fercuson, M.D., F.A.C.S., F.LC.S., and W. W. Cuase, M.D., 
F.A.C.S., F.1.C.S., From the Department of Surgery of the Garfield 
Memorial Hospital, Washington, D. C. 


10:00 A.M.—34. “Volvulus of the Sigmoid with Gangrene as a Complication of 
Pregnancy” 
Speaker: J. Kerra Cromer, M.D., F.A.C.S., Assistant Clinical Professor of 
Obstetrics and Gynecology, George Washington University Medical School; 
Chief of the Department of Obstetrics and Gynecology, Doctors Hospital; 
Senior Attending Gynecologist, Garfield Memorial Hospital, Washington, 
D; CG, 


10:20 A.M.—35. “Anterior Resection of the Sigmoid Colon for Diverticulitis”’ 


Speaker: Cuarces S. Wuire, Jr., M.D., F.A.C.S., From the Department of 
Surgery of Doctors Hospital, Washington, D. C.; Associate in Surgery, 
Doctors Hospital, Clinical Instructor, George Washington University 
Medical School, Washington, D. C. 


10:40 A.M.—36. “Pathologic Evaluation of Rectal Lesions” 


Speaker: Oscar B. Hunter, Jr., B.S., M.D., F.A.C.P., Director, Oscar B. 
Hunter Laboratory, Washington, D. C. 


11:00 A.M.—37. “Problems of Roentgenologic Examinations of the Colon” 


Speaker: Kart C. Cortey, M.D., A.C.R., R.S.N.A., Associate head of depart- 
ment of Radiology, Doctors Hospital, Washington, D. C. 
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11:20 A.M.—38. “Cardio-Vascular Evaluation and Management of the Elderly Patient 
Undergoing Major Surgery” 


Speaker: JoserpH BEtNsTEIN, M.D., Associate in Medicine, George Washington 
University Medical School; Attending Cardiologist at District of Columbia 
General Hospital, George Washington University Hospital, Washington, 
D. C., and Arlington Hospital, Arlington, Virginia. 


12 Noon—General Discussion 


12:15 P.M.—Luncheon 


TENTH SCIENTIFIC SESSION 


SATURDAY AFTERNOON — MARCH 26, 1955 


PANEL DISCUSSION — ULCERATIVE COLITIS 


Moderator: ALFRED L. Sotow, M.D., F.I.A.P., Proctologist to the New 
England Hospital, Proctologist in charge Rectal Clinic, New England q 
Hospital, Junior Assistant Surgeon, Department of Surgery Rectal 3 
Clinic, Boston Dispensary, New England Medical Center. 


1:30 P.M.—39. “Surgical Aspects of Ulcerative Colitis”’ 


Speaker: ANNELLA Brown, B.S., M.D., F.A.C.S., Diplomate American Board 
of Surgery, Surgeon-in-Chief, New England Hospital, Instructor in Surgery, 
Tufts College Medical School, Instructor in Surgery, Boston University 
School of Medicine, Assistant in Surgery, Massachusetts Memorial Hospital, 
Associate in Surgery, Boston Dispensary. 


2:00 P.M.—40. ‘Medical Management of Ulcerative Colitis” 


Speaker: Aric—E Lowe.L., M.D., Instructor in Medicine, Boston University 
School of Medicine, Assistant Visiting Physician, Massachusetts Memorial 
Hospital, Senior Physician, New England Hospital. 





2:30 P.M.—4l. “Some Radiological Aspects of Ulcerative Colitis”’ 


Speaker: WitttaMm S. ALTMAN, M.D., Diplomate American Board of Ra- 
diology, Fellow American College of Radiology, Chief of Radiology, 
Quincy City Hospital, Instructor in Radiology, Tufts College Medical 
School. 


3:00 P.M.—42. “Psychiatric Aspects of Ulcerative Colitis” 
Speaker: Ropert Ross Mezer, M.D., Senior Staff Psychiatrist, Boston Psycho- 
pathic Hospital and Southard Clinic, Assistant in Psychiatry, Harvard 
Medical School, Visiting Lecturer in Psychiatry, Massachusetts General 
Hospital. 


3:30 P.M.—43. “The Role of Allergy in Ulcerative Colitis” 


Speaker: ErHaN ALLAN Brown, M.D., Chief of Allergy, Boston Dispensary, 
New England Medical Center, Editor, Annals of Allergy, Editor, Quarterly j 
Review of Allergy and Applied Immunology. 


4:00 P.M.—General Discussion (Questions and Answers) from the Floor. 



































Konsyl... 


« - - overcomes constipation by the addition 
of concentrated hemicelluloses 


Konsy] is a vegetable concentrate of naturally-occurring hemi- 
celluloses derived from blond psyllium seed. Its use replaces or 
augments that portion of the diet which supplies the moist, smooth 
bulk essential to normal peristalsis and easy evacuation. 


Konsy] provides hemicelluloses in concentrated form — the type 
of hemicelluloses which you prescribe when you place a patient 
on a diet high in leafy ‘vegetables, root vegetables, the legumes 
and fruits. There is one important difference, however. Konsyl 
is virtually free from the irritating lignin and cellulose found in 
high residue diets. 


HEMICELLULOSES ADD BULK — RETAIN WATER 
Hemicelluloses are complex carbohydrates which, with lignin and 
cellulose, occur in the structural portion of plant tissues. These 
materials form the non-digestible residue in the normal diet and, 
in combination, are commonly designated as roughage. The 
hemicelluloses differ from lignin and cellulose by being less com- 
plex chemically. 


The hard, woody portions of plants are very high in lignin and 
cellulose content. It is these portions which form the coarse, 
harsh part of roughage which causes irritation. The hemicellu- 
loses, on the other hand, are the portion of the residue which 
absorbs and holds water despite the absorptive powers of the 
lower colon. By virtue of their water-retaining power hemicellu- 
loses supply only bland, non-irritating bulk. Williams and 
Olmstead have clearly demonstrated that, of these components of 
roughage, the natural laxative effect is primarily due to the hemi- 
celluloses. 


PRESCRIBE KONSYL FOR PATIENTS WHO WON'T FOLLOW DIET 
Since patients typically will not follow a prescribed diet, Konsyl 
is used to supply the hemicellulose they need in concentrated 
easy-to-take and inexpensive form. Your patient has only to 
take Konsy] at regular intervals to insure an adequate intake of 
proper bulk and, consequently, normal bowel habits. Konsyl has 
no calorie value. 


Send for Samples Formula: 


Konsyl] contains 100% 
K Oo a S$ Y L Plantago ovata coating 
(naturally occurring 


Available: 6 and 12-ounce cans. hemicelluloses ) 


BURTON, PARSONS & COMPANY Washington 9, D. C. 














Sulfathalidine. 


PHTHALYLSULFATHIAZOLE 


a reliably effective adjunct to intestinal surgery 


MAJOR ADVANTAGES: Suppresses intestinal bacterial growth.! Minimum systemic 
absorption? insures maximum local effect. Effective doses well tolerated, economical. 


SULFATHALIDINE, given before and after bowel 
surgery, is nontoxic and assures effective sup- 
pression of bacterial growth, even when there is 
watery diarrhea. 


SULFATHALIDINE allows for preoperative me- 
chanical preparation of the colon, favors early 
healing, and reduces the incidence of perito- 
nitis. It’s also a useful adjunct in ulcerative colitis. 
The dosage depends on body weight. The av- 
erage adult dose of SULFATHALIDINE is 8 to 12 


tablets (each 0.5 Gm.) daily in divided doses. 


‘Sulfathalidine’ can also be given as the pleas- 
antly- flavored suspension, CREMOTHALIDINE®, 
each oz. containing 6.0 Gm. of ‘Sulfathalidine,’ 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INC. 


References: 1. N.N.R. 1954, p. 107. 2. Poth, E. J., J.A.M.A. 153:1516, December 26, 1953. 





idine.’ 





Peg SME IS 


papi 


saeemey panes 


